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The Malignant Functions of the Chorionic Epithelium.*{ 
By W. Brair BELL, B.S., M.D. (Lond.), Hon. F.A.C.S. 


Professor of Obstetrics and Gynecology in the University; 
Obstetrical and Gynecological Surgeon, Royal Infirmary, 
Liverpool. Director of the Liverpool Medical Research 
Organization. Hon. Fellow American Gynecological 
Society. Fellow, King’s College, London. 

INTRODUCTION. 

Ir would seem impossible that the process of embedding of the 

ovum in the higher mammals should not have been likened to the 

invasion of a malignant growth by many who have considered the 
etiology of cancer; yet in the literature there is little that is definite 
to support this supposition. 

In 1895 Fraenkel,'* Marchand'® and Whitridge Williams*® 
independently came to the conclusion that chorion epithelioma— 
previously called ‘‘Deciduoma malignum,’’*? and believed to be 
sarcoma of the maternal decidua—was, at least in part, of foetal 
origin. Later it was definitely shown by Apfelstedt and Aschoff,? 
and by others, that chorion epithelioma arises exclusively from the 
foetal ectoderm—that is, from the chorionic epithelium. 

This demonstration may have had the effect of leading obstet- 
ricians and pathologists to regard the chorionic epithelium as 
normal differentiated tissue from which, as from any specialized 
tissue, a malignant neoplasm—in this case chorion epithelioma 
may arise, or at any rate, it may have prevented them from discern- 
ing that the chorionic epithelium itself is, as I shall endeavour to 
show, normally malignant. 

In March 1902 a discussion took place at the Chelsea Clinical 
Society on ‘‘Cancer: its origin, nature and general principles of 
treatment,’’ at which Adami,' referring to the etiology of cancer, 
and arguing against the parasitic theory, called attention to the 
similarity of the invasive properties of the trophoblast and those 
of a malignant neoplasm, and, he asked, in view of the fact of 


*This investigation was undertaken on behalf of the Liverpool Medical 
Research Organization. 

{This paper was read before the Obstetrical and Gynecological Section 
of the Royal Society of Medicine on 20th April, 1928. 
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the then known origin of chorion epithelioma, ‘‘'Can we explain 
this most remarkable form of neoplasm by any parasitic theory ?” 
In the same vear, but at a later date (June) Beard? promulgated 
his theory of the origin of cancer from migrated germ-cells. His 
is set forth in the final paragraph of his paper: ‘‘Granted 
the facts of the origin, migrations, and history of the germ-cells 

d assuming the course of the life cvcle to be 
that previously indicated, by hypothesis cancer ts derived from 
vagrant primary , 


argument 
of vertebrates, an 


germ-cells, which, instead of forming a more or 
less complete embryo or embrvoma, skip this and give rise to 
adarva or phorozoon of indefinite unrestricted powers of growth.” 
(Italics w. B. B.) 

In 1go4, Roger Williams?’ claimed to have developed, many 
vears previously, a theory similar to that of Beard. 

Now, Adami definitely recognized that the chorionic invasion 
resembled a malignant process, which he regarded as controlled 
by the “protective pro >erties™ of the maternal tissues. He added, 
between what is here seen (normal syncytial 
Invasion) and malignanev is one of 


“The only difference 


; degree, or perhaps, more 
correctly, of orderliness.”’ In short, Adami? believed that the 
habit of growth replaced the habit of work, and that this was an 
essential characteristic o malienant neoplasia. 

In many conversations that we had on the subject, the late 
Adami always gave me to understand that he had not 
formulated a delinite hypothesis regarding the nature of malignant 
neoplasia in general bevond that just stated. That I had started 
with the same premise, and in ignorance of Adami’s views, to 
which reference has been made, was a matter of much interest to 
this distinguished pathologist. 


Professor 


The hypothesis of Beard, which bears no resemblance to the 
views of Adami and myself, and which, indeed, appears to be but 
a variation of the embryonic germ theory of Cohnheim,!® is men- 
tioned because of a misleading statement that has been made in 
regard toa supposed similarity between it and my own hypothesis.”! 

Although most of the particulars of our work have already 
been published, it has seemed to me, as a gynecologist, that it 
might be useful to collect: together our observations which go to 
show that the chorionic epithelium is essentially a malignant tissue. 

\s already indicated, our main hypothesis concerning malignant 
disease is based on the belief that the ¢ 


horionic epithelium, particu- 
larly the syneytitum, ts originally malignant in nature, though after 
comes normally under the control of the developing 
foetus, and that, as the trophoblast is the earliest functioning tissue 
in the fertilized ovum, thre 


: sole 
afew weeks tt 


specific process of somatic malignant 
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neoplasia consists of a reversion of the differentiated—highl, - 
specialized—somatic «ell to, or towards, the earliest tvpe of cell 
capable of obtaining nutriment for itself. This process is known 
as dedifferentiation, 

In order to substantiate such a hypothesis it is necessary first to 
show conclusively that the placenta, or more exactly the chorionic 
epithelium, is actually or potentially malignant tissue in respect 
of its functions, and, in the second place, that dedifferentiation is 
an essential feature of somatic malignant neoplasia. 

I shall take the last point first. 


TIssUE DIFFERENTIATION AND DEDIFFERENTIATION, 
It isa well-established fact that when differentiated—specialized 
—somatic cells are grown in vilro they tend to revert to an undil- 
ferentiated type; and many interesting experiments have been 
conducted to arrest this process and to cause redifferentiation. — It 
is, however, the fact of dedifferentiation occurring in these circum- 
stances that alone concerns us at the moment. 

Now, we have ample histological evidence that the structure 
of any given malignant neoplasm in somatic tissues resembles the 
tissue affected in an earlier phase of its development towards 
specialization. Pathologists have long spoken of the undifferen- 
tiated cells of malignant neoplasms as though they are immature 


that is, have not reached complete differentiation whereas thev 
are really dedifferentiated—that is, going back to an earlier type. 


Hence it is that in veryvomalignant tumours of anv part one may 
find a synevtial arrangement of the cells, and this may explain the 
real nature of such neoplasms as so-called ‘chorionepithelioma’ of 
the testis. 

In this connection it is interesting to note that, whereas benign 
neoplasms may be regarded as hyperplastic (svymplastic) in nature, 
all malignant neoplasms are dedifferentiated except chorion 
epithelioma following gestation, which is simply hyperplasia of a 
normally malignant tissue. 

It is important to remember that the functions of the fully- 
differentiated somatic cell are concerned not only with its own 
existence, but also with the welfare of the other structures of the 
organism of which it is a part. On the other hand, in malignant 
neoplasia the more dediiferentiated the tissue the less does it perform 
the functions of the somatic cell, from which it has arisen, in regard 
to the rest of the organism, and the more exclusively does it execute 
the functions of the self-centred malignant cell. [tis probable that 


an 


malignant neoplasia is a struggle for existence on the part of 
‘injured’ cell, in’ which, as we shall see, some other form) of 
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metabolism is necessary to replace or reinforce diminished oxidation 
processes (asphyxiation). 

Although I shall endeavour to show that, physiologically con- 
sidered, the placental epithelium resembles a malignant neoplasm 
of somatic origin, we must not lose sight of the fact, adumbrated 
above, that, while these tissues are inherently the same, the 
individualistic growth of the former is normally arrested at a certain 
critical stage when its functions must subserve the dependent, 
developing embryo; whereas a somatic malignant neoplasm, 
unchecked by treatment, has limitless possibilities of growth, and 
ultimately destroys the host. The one, if a normal course be 
pursued, serves a useful purpose in the perpetuation of the race, 
the other is destructive thereof—a biological paradox, that will not 
be fully intelligible until the findings in regard to the foetal meta- 
bolism, which I shall describe later, have been interpreted. 


CHEMICAL PROBLEMS TO BE CONSIDERED. 


It is questionable whether the demonstration of the fact that 
malignant neoplasia is a process of dedifferentiation from a normal 
somatic cellular existence, which may revert even to syncytial 
formation, would be accepted, without further proof, as evidence 
of the similarity in structure and function of the malignant cell and 
the chorionic epithelium. 

We have, therefore, in the first place sought to compare the 
chemical composition and the physicochemical state of the various 
types of tissue, including malignant growths and chorionic epithe- 
lium, and to correlate our findings in this respect. Next, we have 
taken up a consideration of the functional processes of normal, 
benign and malignant tissues and of the chorionic epithelium. 
The physiological considerations involve brief discussion of the 
recent work concerning the function of the malignant cell, and 
also of certain findings of our own in regard to the placental 
metabolism. 

It will be necessary to deal with these matters in a series of 
apparently somewhat disjointed sections, but I shall attempt to 
summarize the results obtained. I would endeavour to make clear 
once again the fact that in this paper I am bringing together the 
evidence we have obtained suggesting the malignant character of 
the chorionic epithelium, and to point out that the malignant 
nature of the metabolism of this epithelium must have an influence 
on the foetal metabolism, especially in the early stages. Further, if, 
as we believe, the chorionic epithelium be at first actually and 
potentially malignant tissue, the demonstration of the process of 
dedifferentiation in malignant cells can only represent reversion to 
this epithelium, 
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CHEMICAL COMPOSITION AND PHYSICOCHEMICAL STATE, 

The functions and the chemical, and, therefore, toxicological, 
affinities of cells are to a considerable extent dependent on their 
chemical composition and physicochemical state. Resemblance in 
these particulars is, therefore, of moment in the determination of 
similarity of function: for example, rapidity of growth goes hand 
in hand with permeability of the cell membrane to water-soluble 
substances—that is, with a membrane consisting of an oil-in-water 
type of emulsion. This state of permeability is favoured by a 
high phosphatide-cholesterol ratio in the constitution of the 
membrane ;!? and it is demonstrated by the high water-content of 
the cell. 

In table I these conditions are shown in regard to normal 
somatic cells, benign neoplasms, malignant neoplasia of somatic 
cells and chorionic villi (chorionic epithelium). 


TABLE I. 
Per Per Cent. | Per Cent 
Human Tissues* Cent. | Phosphatides | Cholesterol 
Water | (of Dry Wt.) (of Dry Wt.)| 








‘Phosph atide. 
Cholesterol 
Ratio 


| 
| 





Normal Tissues. 
Ovary. nash tee 8 5-2 2.16 
Cervix. id) tee 58 : : 0-43 

Innocent Neoplasms. 
Ovary. > even. 138% 

Malignant Neoplasms. 


; « 

| 
Ovary. wily ase ae 5 I-12 | 4.0 

| 

| 


2.5 


0.52 


Cervix. LSE ees 80.8 a, 0.92 3.6 
Chorionic Villi (full-term) 89.9 8 1.47 4.7 

















*It is to be noted that human tissues subjected to experimental examina- 
tion may consist of mesodermal elements only, for example muscle fibres, 
and these can be compared with innocent neoplasms and with sarcomata 
arising therein without the disturbing factor of an admixture of tissues 
and consequent dilution effects in the case of a neoplasm. 

In the examination of epithelial elements, however, whether in normal 
tissues or in neoplasms, a considerable dilution effect is produced by the 
presence, in either case, of normal supporting connective and other meso- 
dermal tissues. 

In grafted tumours in animals, both in carcinomata and sarcomata, there 
is very little normal mesodermal tissue, the entire tumour consisting of 
malignant cells. 

If this be recognized, it is not difficult to obtain an approximate estimate 
of the value of the figures obtained by direct experiment—for example, the 
chorionic epithelium at the end of pregnancy in the human subject cannot 
represent more than a mean value of ,}, of the total mass of a number of 
chorionic villi. 

Kennaway criticizing the work of Loeser (Cancer Review, 1927, ti, 
367-8) called attention to this state of affairs, which we have recognized from 
the commencement of our work ; but his suggested method of avoiding the 
difficulty is not helpful, for thereby the source of error is perpetuated in 
respect of the control. 
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It will be observed that in chemical constitution, and in the 


physicochemical state of the cell membrane the chorionic epithe- 
lium shows characteristics associated with rapid and malignant 
growth. tis unlikely that rapid growth alone is concerned, for, 1f 
this were so, we should expect to find similar chemical and physico- 
chemical phenomena in rapidly-growing innocent neoplasms, 
somatic foetal tissues, and in piacentai tissue containing no chorionic 
villi with epithelium, “Phis matter is at present under investigation. 

Tie Cari 
To Otto 


(YDRATE METABOLISM OF MALIGNANT NEOPLASMS. 


\Warbure** of Berlin is due the credit of demonstrating 


) 


fully the importance of glucolysis in the metabolism of malignant 
neoplasms. Warburg has shown, and his findings have been 
confirmed by ourselves and others, that this is a process which 
differentiates between malignant and non-malignant tissues, and, 
further, between malignant neoplasms, benign neoplasms and 
normal tissues. 

When the processes which supply enerev to the cell are con- 
sidered, glucolysis ts found to vield more energy, with the exception 
of oxidation reactions, than any other process, for examples, 
proteolysis and lipolysis. Meverhof!® has shown that in the muscle 
there is an equilibrium : 

carbohydrate 2 lactic acid 
The forward reaction, glucolysis, proceeds freely, but the reverse 
tion requires a supply of energy, and, therefore, proceeds only 
spiration is taking place simultaneously. 
tof glucolysis depends on the amount of respira- 
tion taka place one molecule of oxygen respired furnishing 
enough energy to bring about the resvnthesis to carbohydrate of 
approximately two molecules of lactic acid. 

If the respiration be high in comparison with the glucolytic 
power, there will he little net a cOlVsis. il ihe converse obtain, 
then appreciable glucolysis will take place under aerobic, as well 

under anaerobic, conditions. 

Malignant neoplasms, unlike the somatic tissues from) which 
wey arise, can vlucoly se even under aerobic conditions. This iS 
due to the olucoly tr OWe] being lear x in comparison with the 
funetion of respiration. In normal tissues the respiration, which 

oes not vreathy differ from that of malignant tissues, is sufficient 
lo cause the resvnthesis of the limited products of elucolysis, which 
can be « serve a under anaerobic conditions. 

Warbure’s findings May be summarized thus: 


cur to a considerable extent only in growing 
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(b) Glucolysis occurs to a considerable extent under aerobic condi- 


tions only in malignant tissues, with the exception of retina, erythro- 


cytes and leucocytes. Benign tumours show some acrobic glucolysis, 


but in a more limited degree; embryonic somatic tissues show none. 

In view of the fact that lactic acid is produced by the action 
of the malignant cells, the work of Cori and Cori!! is of considerable 
interest. They examined the blood from the main artery and vein 
of the wing of a fowl, which was the seat of a sarcoma, taking that 
from the vessels of the opposite wing for control, and found that, 


y 


as was to be expected, the arterial blood supplying the tumour 
contained a normal amount of soni d lactic actd, whereas th 


blood in the vein from the affected wing had a low glucose and 
high lactic acid content, in comparison with the blood in the 
normal wing. 


THE CARBOHYDRATE METABOLISM OF THE PLACENTA, 

The active elements in so far as the function of the placenta is 
concerned consist of the various parts of the chorionte epithelium 
Langhans’ layer and the syneytium. It is to be noted in the human 
subject that the epithelium, especially the svneytium, is, relatively 
to the size of the ovum, of far greater extent in the early stages 
of gestation than in the later, when, except for a covering of 
syncytium, it tends to disappear. In the human subject, thereiore, 
account must be taken not only of the dilution effects of the meso- 
dermal core of the villi, but also of the duration of pregnancy at 


s 


the time when experimental investigations are conducted in respect 
of the actual or potential malignaney of the chorionic epithelium, 
In some animals, such as the rabbit, the trophoblastic cells persist 


throughout pregnancy, but lose early their power of growth. 


The experimental methods of Warburg have been used by 
several workers in the study of placental and related tissues. 
Negelein?? working in Warburg's laboratory has examined the 
‘faussere Haut’? of the fertilization sac in the rat, and later?? the 
same investigator re-examined the metabolism of this tissue, using 
rat serum as a medium instead of the horse serum earlier emploved. 
The structure described by Negelein as the outer aver of the 
fertilization sac, which, if we may judge by the author's photo- 
micrograph, closely resembles maternal mucosa, showed no aerobic 
glucolysis. The “innere Haut’ examined by Negelein?? con- 
sisted apparently of the fused amnion and chorion; in this case the 
aerobic glucolysis was not measured. Thus Negelein does not 
appear to have studied the invading cells of the trophoblast, 

Warburg has stated, however, that he does not consider that 
the chorion behaves like malignant tissue. 
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Murphy and Hawkins?’ worked with rat placenta at mid-term 
and near full-term, using Ringer’s solution containing glucose, as 
the medium. They concluded that the metabolism of the placenta 
resembles that of ‘‘frank malignant tissue.’’ In connexion with 
the results of Negelein, quoted above, it is interesting to note that 
the wall of a pregnant uterus and the embryonic membranes were 
found by Murphy and Hawkins to show the type of behaviour 
usual to embryonic somatic tissues—that is, little or no aerobic 
glucolysis was observed. Loeser!* has studied the glucolytic power 
of human placenta in Ringer’s solution. He concludes that the 
placenta in its glucolytic power resembles malignant tissue. Two 
experiments are quoted, one with a young placenta, and the other 
with the same tissue at full-term. 

Our own investigations were carried out with the type of 
apparatus used by Warburg, to whom we are much indebted for 
demonstrating his method to us. The experimental details are 
fully described in Warburg’s papers. The method used is a mano- 
metric one. A slice of the tissue under investigation, thin enough 
<o.5 mm.) to allow adequate diffusion of the metabolites through- 
out, is shaken to and fro in a suitable medium, maintained at a 
temperature of 37.5°C., and the gas exchange is observed. Several 
slices, each in its own vessel with manometer attached, are required 
for a complete experiment. The gas space in the apparatus is filled 
with oxygen or nitrogen containing five per cent. CO,. By this 
means the medium is maintained at a physiological pH, the pH 
being determined by the concentration of bicarbonate ions in the 
liquid and the dissolved carbon dioxide derived from the gas- 
mixture. 

The results so far obtained with human placental tissues are 
given in tables Il and II]. It is interesting to observe that in three 
specimens in which chorionic epithelium was present, positive 
U-values—small values, it is true, because of the small proportion 
of epithelial elements in the total amount of tissue present—were 
obtained. In the two specimens shown in table III, which were 
taken from parts of the placenta without chorionic epithelium, 
the U-values were negative. In three cases human amniotic fluid 
was used as the medium, and, in the remaining two, human serum. 
The nature of the tissue used was checked by histological exami- 
nation. 

The most important value in connection with the quantitative 
expression of the results is the magnitude of U—the corrected 
aerobic glucolysis—which is given by the equation 


—- 2(0, 
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N, 
where Q is the anaerobic glucolysis of the tissue and Qo, the 
M 
respiration. For the full significance of this relation the publication 
of Warburg”® should be consulted. It suffices to state that normal 
and embryonic somatic tissues give zero or negative values for U, 
benign neoplasms give zero or small positive values and malignant 
neoplasms larger positive values. 
It may be mentioned here that the method of estimation of the 
ralues illustrative of Warburg’s findings have been altered by him 
to meet certain experimental contingencies as these were theoreti- 
cally or practically defined ; consequently, the figures demonstrative 
of innocency and malignancy—with or without the adjustment of 
epithelial or cellular evaluation—have been subject to alteration, 
so, as there is a possibility of further changes, for the time being 
well-defined qualitative indications, within certain ranges, are as 
important as quantitative findings. 


TABLE II. 


Human Placenta containing Chorionic Epithelium. 





Aerobic | Anaerobic 

| Respiration | Glucolysis | Glucolysis | 
| | Oy | N, | 

Age | Qo, Q | Q 
| 
| 


| 
M | M 


~ Medium — Human serum. _ 





Full term | 1.0 54 +0.7 
Full term | 1.8 0.0 3.9 40.3 

| Medium — Amniotic fluid. 
24 weeks 7 O03, | 1.8 “a = | ae 











Taste IIT. 
Human Placenta containing no Chorionic Epithelium. 
Medium — Amniotic fluid. 


| Oy | siti 
Age Qo, Q | 
| 


a 


) 


. 
| M 
18 weeks 4.1 | 0. 
24 weeks 4.0 | 


oO. 5. 


| 
7 

Experiments were also conducted with rabbit placental tissues 
at and before mid-term, using horse serum as the medium, and 
similar results were obtained; that is to say, placenta containing 
chorionic epithelium gave a positive value of U ; on the other hand, 
placentze containing no chorionic epithelium, and likewise the fused 
amnion and chorion gave negative values. 

These observations demonstrate the ability of placenta contain- 
ing chorionic epithelium to split glucose into lactic acid under 
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aerobic conditions; but, as already stated, before a quantitative 
estimate is made as to the malignant character of the metabolism 
of the invading trophoblast, it must be remembered that in the tissue 
slices used in these experiments the chorionic epitheiium was mixed 
with foetal mesoderm which shows no corrected aerobic glucolysis 
(Table Hl). Approximately, only one-tenth of the mass of the 
human tissue examined was composed of the epithelial cells of the 
chorion. If allowance be made for this and for the negative effect 
Gt! the mesoderm ( — 2.6) the mean value of U in the experiments 
given is about + 30. In these circumstances, the evidence obtained 
is in favour of the view that the chorionic epithelium possesses 
malignant properties in regard to glucolytic behaviour although 
its growth has been arrested. 


THE INFILTRATION, 


The chorionic epithelium, like malignant neoplasms, has the 


PROCESS OF 
power of infiltrating the differentiated tissues with which it is in 
contact; and this process has been the subject of much speculation, 
and is still a matter for further investigation. 

The work of Bierich,’ and of Bierich and Rosenbohm,’ however, 
concerning the mode of extension of cancer of the skin, induced 
in mice by tar, is of considerable interest in this respect. These 
observers found that there are certain characteristic changes in the 
collagen fibres preceding infiltration. 

Experiments with acids and bases and mixtures of these with 
salts were made on the dorsal skin of mice, and changes in the 
collagen fibres were produced; but, according to these authors, 
the only reagent which prodvced exactly the same change as that 
seen in the presence of cancer, was lactic acid. Alkalis produce 
an entirely different appearance. 

This work, if confirmed, is highly significant in view of the lactic 
acid produced by malignant growths, and by the trophoblast, 
especially in the earlier stages of pregnancy, 





THE CARBOHYDRATE SUPPLY OF THE Facrus, 

Many observers have investigated what has been called the 
glycogenic tunction of the placenta since Claude Bernard® in 1859 
first demonstrated glycogen in the pregnant uterus of the rabbit; 
and, it appears, that considerable confusion has been caused by 
the inclusion of the maternal decidua basalis in the term ‘placenta.’ 
The placenta should be regarded as an entirely foetal structure, and 
the maternal decidua as auxiliary only to the functions of the 
placenta proper. This is further emphasized by the observations 


of Driessen,'? who showed that glycogen is stored in the pre- 
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menstrual endometrium (in which a decidual reaction occurs), as 
in the decidua of pregnancy. 

Chipman,® and Lockhead and Cramer'® a little later, showed 
conclusively that glycogen is found only in the maternal decidua 
and never in the foetal—that is, the true-- placenta. 

According to Chipman, whose investigations were micro- 
chemical in nature, the quantity of glycogen is greatest in the 
deepest part of the decidua that is, the part adjacent to the uterine 
musculature— and the maximum is reached about the sixteenth 
day of pregnancy (approximately mid-term) in the rabbit. Subse- 
quently, there is gradual diminution until full-term, when only a 
mere trace is to be detected. Chipman observed an_ inverse 
relationship in regard to the quantity of glycogen in the foetal liver, 
so the accumulation of glycogen in the decidua in the first half of 
gestation came to be called ‘“‘the glycogenic function of the 
‘placenta’.’’ Lockhead and Cramer, employing chemical methods, 
obtained results similar to those of Chipman, and stated that the 
maximum glycogen-content in the decidua is reached on the 
eighteenth day of pregnancy in the rabbit, when the glycogen in 
this tissue amounts to 5.5 per cent. of the total (? drv) weight. 
These authors believe that the glycogen stored in the decidua 
is absorbed by the placenta in the torm of simpler carbohydrates 
produced by enzymes. 

It is clear, then, that carbohydrates are presented to the chorionic 
epithelium of the placenta in two forms: (a) glucose contained in 


the maternal blood that fills the sinuses surrounding the villi; (6) 
glucose derived trom glycogen contained in the decidua. 

In Table IV the mean glucose values of the maternal blood 
and foetal arteries and veins estimated by my colleague, Dr. L. 
Cunningham, from five cases are shown, and in this table the 


mean lactic acid contents of the arteries and veins of the foetus and 
mother in sixteen cases, estimated by Dr. Jowett and Dr. Brooks, 
and the pH values, determined by Dr. Millet, are also given. 


Taste LY. 
The mean glucose and lactic acid values of maternal and fulleterm 
foetal bloods, together with the pl values. 





Maternal ~ Beetal 
Systemic Systemic Umbilical} Umbilical 
artery | veil vein artery 

Glucose* 112.6 100.0 84.4 75:2 
Lactic acid* 3255 38.0 54.0 
pH 32 fies). yen 

*Figures represent mes. per roo c.ems. 

{Chemically the blocd is arterial. 

*Chemically the blood is venous, 
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It will be observed that the glucose value in the maternal 
systemic artery is higher than in the vein, and that the same state 
exists in regard to the umbilical vein and arteries, the umbilical 
vein being functionally an artery. Further, the lactic acid content 
of all these vessels appears to be correlated with the glucose con- 
tent: namely, there is less lactic acid in the arteries than in the 
veins, and this difference in the maternal and foetal circulations 
appears to be of the same order. 

We cannot pursue this question further, for it leads us into the 
complicated subject of the foetal metabolism in regard to the pro- 
duction of lactic acid discussed in a previous paper.6 The main 
point at issue in respect of this work is whether what may be 
described as the venous circulation of the chorionic epithelium, 
namely, the foetal circulation, resembles that of a malignant growth. 

This point must be made quite clear. For the moment we are 
regarding the chorionic epithelium as malignant tissue, the arterial 
supply of which is the maternal artery, and the venous circulation 
from which is the placental circulation (complicated, it is true, by 
the foetal circulation). Now, if the chorionic epithelium do function 
in regard to glucolysis as a malignant growth, we would expect 
to find a much lower glucose content, and a higher lactic acid 
content in the placental circulation than in the normal venous 
circulation of the mother: In the result, as illustrated in Table 1V, 
this has proved to be the case. Nevertheless, we cannot assert 
that at full-term this state of affairs is entirely due to the chorionic 
epithelium.® 

THE PH VALUE OF THE PLACENTAL TISSUES. 

One of my colleagues, Dr. Millet, who is shortly publishing 
the results of his work on the hydrogen-ion concentration of various 
tissues, has shown that malignant cells have a pH{ value on the 
acid side of neutrality, and that this does not apply to degenerated 
tissue only. It became of importance, therefore, to estimate the 
pH value of placental tissue, and this was done by means of the 
glass electrode, employing the technique of Kerridge,!® the tissue 
for examination having been placed in liquid air immediately on 
removal. 

The pH measurements of a series of placentze from the rabbit 
at different stages of pregnancy are shown in the following table. 
It is apparent, therefore, that the earlier in pregnancy that the 
placenta is examined the more acid it will be found to be. 


TaBLe V. 
No. of days pregnant. | 20 | 23° | 26 | 29 
pH of placentze | 6.12 | 6.59 6.76 6.97 
| 6.87 











Malignant Functions of Chorion 245 


In the case of a human placenta obtained at full-term by a 
Czesarean operation the pH value was found to be 6.99. 


SUMMARY. 

1. Evidence has been adduced to show that in certain circum- 
stances, such, it is suggested, as interference with the oxygen supply 
or metabolism, cells may undergo dedifferentiation and revert to an 
earlier stage of development; in some cases the reversion may 
reach the syncytial condition of the trophoblast. This, it is 
believed, is the course pursued by malignant neoplasia arising in 
differentiated somatic tissues. 


2. Further, it has been demonstrated that in chemical consti- 
tution and function the chorionic epithelium resembles malignant 
tissue of somatic origin. 


(a) In regard to constitution it has been shown that the high 
phosphatide-cholesterol ratio necessary for permeability of the 
cell membrane to water-soluble foodstuffs, and, of course, to 
high water-content of the cell, is even more pronounced in the 
trophoblast than in malignant tissues themselves. 


(b) In respect of the function of glucolysis in aerobic 
conditions it has been found that the chorionic epithelium 
behaves like malignant tissue. 


(c) The possible relationship of this chorionic function of 
glucolysis to the foetal metabolism is indicated. 


3. Like the tissues of malignant neoplasms the chorionic epithe- 
lium shows a pH value on the acid side of neutrality; and this 
I 
value is lower (more acid) the younger the placenta. 


CONCLUSION. 


The chorionic epithelium has the characters of malignant 
somatic tissue, and this is most evident in the earlier stages of 
pregnancy. Conversely, malignant neoplasia of somatic tissues 
appears to be a process of cellular dedifferentiation back to the 
trophoblastic type which possesses a metabolic function (glucolysis) 
that provides energy for existence in abnormal circumstances, such 
as deprivation of oxygen. 


I have to thank Professor W. C. M. Lewis and my colleagues 
mentioned in the text for placing the results of their own, and of 
our joint work, at my disposal for the purposes of this paper, 
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The Intrinsic Nervous Mechanism of the Uterus* 
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1.— INTRODUCTION. 
THE autonomic activity of many of the visceral organs is now well 
recognized and the extent of the autonomy of each has been much 
investigated. 


That the uterus can act independently of the central nervous 


system has. been proved both clinically and experimentally. 
Simpson,! working on the pig was the first to show that spon- 
taneous birth could oecur atter destruction of the lumbar and 


dorsal regions of the cord. Riemann? in the same vear confirmed 
this observation in a cat, after destruction of the cord from the third 
dorsal vertebra downwards. .\ few vears later Goltz? observed that 
conception, placentation, and spontaneous birth could occur in a 
dog after section of the cord at the level of the first lumbar segment. 
Kabierske and Heidenhaint and Masius® showed that normal birth 
occurred in dogs after the nerves to the uterus were cut and time 
allowed for their degeneration, Rein,® at about the same time, 
showed that the removal of the cervical ganglia besides section 
of the nerves to the uterus, did not prevent a dog from: giving 
birth to a litter. Lastly, Nurdinowsky® found that birth occurred 
from a rabbit's uterus extirpated late in pregnancy, 

Although the presence of the cervical ganglia attached to the 
uterus has been shown not to be essential for the successful com- 
pletion of parturition, litthe ts known about the morphology and 
physiology of the peripheral nervous mechanism of the uterus, 

In papers published in the “Pransactions of the Royal Society 
of Edinburgh’ and in the Journal ef stnatomy® TP described what 


- Reecived November 2cth, 1927 
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may be called the extra-uterine peripheral nervous mechanism as it 
exists in the rat, mouse, guinea-pig and human subject. In each, 
ganglia, which may be termed the cervical ganglia, were present 
connected with the hypogastric nerves. I also recorded a series of 
experiments upon the rat and guinea-pig which failed to give any 
indication that these cervical ganglia play a direct part in guiding 
or modifying the rhythmic movements of the uterine musculature. 

In the present paper I shall deal with the evidence of the 
existence and action of an intrinsic nervous mechanism peripheral 
to the cervical ganglion. 

As indicated in my paper in the Transactions of the Royal 
Society of Edinburgh, nerve cells may be traced from the ganglion 
to the peritoneal surface of the uterus in the region of the cervix, 
but not above the bifurcation of the organ. These of course 
cannot be removed along with the cervical ganglion, and they must 
be considered with the intrinsic nervous mechanism of the organ. 


1]..-HIsTOLoGy. 

The existence of intrinsic nerves has already been proved by the 
work of Frankenhaiiser,!° Gawronsky™ and others. 

The nerves within the muscle I have found run tortuously in 
thick bundles and divide into straighter, very fine fascicles under 
the mucous membrane. Like Labhardt!? and Mabuchi!5, I have 
failed to detect any nerve elements in the mucous membrane. 
The mode of ending of the nerve fibres within the muscle is still 
unknown. In the mouse and guinea-pig I have seen nerve fibres 
ending in knobs as described by Gawronsky" in the human sub- 
ject, the guinea-pig, mouse, sheep and dog, and by Kéostlin’ in 
the rabbit and by Mabuchi!® in the human subject. I have also 
found nerve fibrils with no knobs, ending sharply as described by 
Labhardt!? in man. Whether either of these apparent nerve end- 
ings are the true terminations of the nerves is questionable. It 
may be that a fine terminal intracellular network may exist which 
has still to be demonstrated. 

So far, the finest nerve fibrils which have been found have been 
insufficiently numerous to indicate that each muscle cell is sup- 
plied by one nerve fibril. 

Opinion is divided on the question of the existence of nerve 
cells on the nerves within the uterine wall. K6rner,!® Roéhrig,!® 
Rein,® Mezincescu,!? Ogata,’ and Dahl, did not find any 
nerve cells within the uterine wall. Yet cells described as nerve 
cells have been found by Patenko,?° Schenk,?! Herff,?? Gawron- 
sky," Clivio,?? K6stlin,'4 Hoogkamer,?4 Spiegelberg,?° Spam- 
pani,?® Brill,?? Weiffer?® and Mabuchi.8 
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I have failed to demonstrate the presence of such cells using 
the common special nerve stains which stained the extra-uterine 
nerve cells satisfactorily. 1 found bodies somewhat resembling 
nerve cells in the uterine wall of the rat, mouse and guinea-pig 
which showed greater affinity for silver staining than did the sur- 
rounding connective tissue and muscle. Some of these had an 
irregular outline, occasionally sufficiently marked to indicate that 
the cells had blunt processes. In some instances, in addition to 
the blunt processes, a fibre of some length and impregnated with 
silver was seen, but so far by Bielschowsky’s method I have been 
unable to decide whether these are nerve cells or specialized con- 


Pic. F. 
The course of a nerve in the uterine wall of the pregnant mouse 


nective tissue cells. Using the method of Gros which stains nerve 
cells, although | have been able to trace nerve fibres for a long 
distance through the muscle, no evidence of the presence of nerve 
cells has been found. Figure | shows the nerve network as demon- 
strated by the method of Gros applied to the entire thickness of 
the horn of a pregnant mouse. Further work is required on this 
question before it can be considered as definitely settled. 

Since it is impossible to remove the nervous structures from the 
uterine wall, the only way to gain a knowledge of their action 
seems to be to study the influence of drugs which are known tc 
act upon such peripheral nervous mechanisms and more especi- 
ally to study their antagonistic action, a subject which has been 


B 
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little investigated. For the purpose the following drugs were 
selected (Cushny*®). 


(1) Barium Chloride, as acting directly on the contractile sub- 
stance of muscle. 


(2) Adrenaline, as stimulating the endings of the true sym- 
pathetic neurons or their receptor substance in muscle. (Adrenaline 
Chloride P.D. & Co., 1: 1000). 


(3) Pilocarpine, as stimulating the receptor substance of the 
true and the para-sympathetics. (Pilocarpine nitrate B.P., 1914. 
The British Drug Houses, London). 

(4) Physostigmine or Eserine, a representative of the Mus- 
carine group, as stimulating the neural endings. 

(5) Atropine Sulphate, as blocking nerve action at the level 
of the receptor substance. 


(6) Nicotine, as acting upon the peripheral nerve cells, first 
to stimulate and then to paralyse. (Pure Nicotine and Nicotine 
tartrate. The British Drug Houses, London). 


(7) Ergotamine and Ergotoxine, stimulating and then para- 
lysing the augmentor receptor substance. (Ergotamine Tartrate 
Femergin ‘‘Sandoz,’’? Ergotoxine Phosphate kindly given by Dr. 
Dale). 

The action of each of these substances depends upon the con- 
centration, i.e., the dose, and upon the condition of the structures 
acted upon. Not only may the stimulating action of a moderate 
dose be converted into a paralysing action by larger doses, but the 
mere continuance of the presence of the drug may alter the reaction 
of the tissues to it. Again, while the primary action may be upon 
one of the tissues present e.g., upon the neural endings, greater 
concentration or more prolonged action may lead to a spread of 
the effect to other parts, such as the muscle itself. In the inter- 


pretation of all pharmacological experiments these difficulties have 
to be kept in mind. 


The action of these various substances upon the uterus of the 
rat and the guinea-pig has been described in the paper already 
referred to.8 In the same paper the effects of each of them upon 
the uterus, with and without the cervical ganglion, is described, 
and it is shown that removal of the ganglion produces no effect 
i.e., that their action must be on the intrinsic nervous mechanism. 


I1f. THe ANTAGONISM OF DRUGS ON THE ISOLATED UTERUS. 
The observations were made upon the excised horn of the 
uterus in Tyrode solution as described in my previous paper. 





Nervous Mechanism of the Uterus 251 


The antagonistic action of the various drugs upon the isolated 
uterus may be grouped for consideration in the following way :- 
(A).—Barium with— 

(1) Adrenaline. In both the rat and the guinea-pig barium 
chloride 1:1670 produced an augmentor effect even when 
the strip had been treated with adrenaline of sufficient strength 
to produce marked inhibition. Figure I1* shows the production of 
an increase in tone by barium chloride 1: 1670 upon a guinea-pig’s 
uterus under the action of adrenaline 1 : 166,700. 

Adrenaline 1:200,000 and 1:166,700 on the other hand _pro- 
duced its inhibitor effect upon uterine muscle already under the 
influence of barium chloride 1 :2500—1 :1670. 


i 
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Fic. II. 
Uterus non-pregnant guinea-pig. Effect of barium chloride 


1 :1670 and adrenaline 1 :16€,700 upon a strip (vaginal end of 
horn and cervix with ganglion) already treated with adrenaline 
I : 166,700. 


Apparently adrenaline either stimulates an inhibitory nervous 
mechanism so powerfully as to overcome the direct action of 
barium on the muscle or it acts on the contractile substance as well 
as upon the receptor substance of the nerve endings. 

(2) Atropine. Inthe non-pregnant rat barium chloride 1 :1670 
produced a further effect after the augmentor effect of atropine 
sulphate 1 :500 had been produced. This increase in tone, however, 
fell away steadily till no movements were present. Atropine 
1:1000 in another non-pregnant rat produced a_ fall in’ the 
augmented tone following barium chloride 1:1000. But this is 
probably due to the formation of barium sulphate, and the inacti- 
vation of the barium. 

(3) Physostigmine. Barium chloride produced no further 
effect upon the horn of a non-pregnant guinea-pig already showing 
the augmentor effect of physostigmine 1:9000. 9 This is com- 
patible with barium and physostigmine both stimulating the 

* The tracings read from left to right, the upstroke representing con- 
traction and the downstroke relaxation. A centimetre scale has been marked 
on each tracing before reproduction, 





252 Journal of Obstetrics and Gynecology 


contractile substance, and physostigmine also stimulating the 
ral endings to their full activity. 

(4) Nicotine. In a non-pregnant rat in which nicotine 1 :1000 
itself called forth no marked effect and barium chloride 1 :2500 
only an augmentation of the movements, each, when superadded 
to the other, caused the uterus to contract tonically. They have 
manifestly some synergic action. This contrasts with the result 
obtained by Hakan*! in the cat, rabbit and guinea-pig. 


(B).—Adrenaline with— 
Ee _ . , bs 2 

(1) Pilocarpine. Upon a non-pregnant rat’s uterus on which 
pilocarpine 1 :2000 had already produced an augmentation of the 
movements adrenaline 1:100,000 produced a marked inhibitory 
effect, both apparently acting on the receptor substance. 

(2) Physostigmine. In the non-pregnant rat adrenaline 
caused inhibition in a strip already under the augmentor influence 
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Fic. III. 
Non-pregnant uterus rat. Effect) of physostigmine 1 :2500 
followed by adrenaline 1 :100,000 on the non-ganglionated horn. 


of physostigmine 1 :2500, Figure III. On the other hand, in the 
non-pregnant uterus of the guinea-pig physostigmine 1 :4600 was 
followed by an augmentor effect even although the strip was 
already under the inhibitory influence of adrenaline 1 : 100,000. 

These results correspond with those obtained by combining 
barium and adrenaline. They therefore tend to establish the con- 
clusion that physostigmine and barium act on the contractile 
substance itself. This being so, adrenaline either stimulates the 
inhibitor nerve mechanism sufficiently to overshadow the direct 
action of physostigmine or adrenaline too acts on the contractile 
substance. 

(3) Atropine. In the rat, adrenaline produced inhibition in 
a strip already under the augmentor influence of atropine but on 
a strip treated with adrenaline atropine produced no effect. 

In the guinea-pig too adrenaline produced inhibition of an 
atropinised strip. 

The action of adrenaline seems therefore to be more peripheral 
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than that of atropine and so on the receptor substance or contractile 
substance. 


(4) Nicotine. After treatment with nicotine causing an aug- 
mentory or an augmentory followed by an inhibitory effect, the 
uterus of the rat and of the guinea-pig gave an inhibitory response 
to adrenaline. In Figure IV nicotine 1:1000 has produced an 
augmentor effect, and inhibition has followed adrenaline 1 : 400,000. 

In one guinea-pig nicotine 1 :1250 which had produced already 
an augmentory effect, when used after adrenaline produced a 
further fall of tone. This does not confirm the work of Hakan.*! 


A 1% 
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Tyrode ‘12-30 i240 Nicotine 11000 Nicotine 1:1000 


12:35 45 Adrenaline 400.000 


Fic. IV. 
Uterus non-pregnant rat. Comparison between the effect of 


nicotine 1:1000 followed by adrenaline 1:400,000 on A tiie 
non-ganglionated and B the ganglionated horn. 


(5) Ergotamine or Ergoloxine. In the guinea-pig and rat 
adrenaline 1 :166,700--1 :5,000,000 produced an inhibitory: effect 
on a strip already treated with ergotamine tartrate. 

Ergotamine 1:1000 produced an increase in tone and ampli- 
tude of a strip from a pregnant rat already under the action of 
adrenaline 1 :166,700. 

A comparison between the effect of adrenaline 1 :50,000,000 
before and after treatment of a strip with ergotoxine phosphate 
showed that a decrease in tone was produced after, whereas only 
a decrease in rate and amplitude occurred before. 

This greater inhibitory action of adrenaline 1 :50,000,000 after 
than before treatment with ergotoxine phosphate may point to 
the existence within the uterine wall of augmentor neurons which 
have been thrown out of action by ergoioxine, 
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(C).—A tropine with— 

(1) Pilocarpine. In the horn of the rat upon which pild- 
carpine had produced no change in tone or a decrease in tone 
subsequent treatment with atropine caused an increase in tone. 

In the pregnant guinea-pig pilocarpine 1 :5000 produced very 
little effect on a uterus under the influence of atropine 1 :1000. 
Atropine 1:1000 antagonised the action of pilocarpine 1 :2000 on 
the isolated horn of the guinea-pig. The fact that the action of 
pilocarpine is antagonised by atropine indicates that the point of 
action of the former is proximal to that of the latter. 

(2) Physostigmine. In the non-pregnant rat after physos- 
tigmine 1 :3000 had produced an augmentor effect, atropine I :5co 
caused inhibition. On strips upon which physostigmine 1 :1550 
had produced an inhibitor effect, atropine 1 :500 intensified this 
inhibition. On the pregnant uterus of the guinea-pig atropine 
1 :830 produced an inhibitory effect on a horn already treated with 
physostigmine 1 :4600 which had caused an augmentory reaction. 
This agrees with the work of Cushny*? on the pregnant and non- 
pregnant cat’s uterus, 

In the non-pregnant rat, physostigmine 1:4000 produced an 
increase in tone of a strip already treated with atropine 1 : 1000. 
This finding supports the work of Fardon.*? Atropine, in strengths 
which alone produce an inhibitory effect, only in some cases, 
after physostigmine produced marked inhibition. In the uterus, 
atropine seems to do more than remove certain abnormal forms of 
contraction, producing complete inhibition after physostigmine. 
The results suggest that physostigmine has some synergic action 
with atropine. ‘That physostigmine should increase the aug- 
mentor effect of atropine was to be expected since physostigmine 
appears to act peripherally to atropine. 

(3) Ergotamine. In the guinea-pig atropine increased the 
augmentor effect already produced by ergotamine and caused the 
onset of almost tonic contraction—a summation of actions, 
apparently here too there is synergism. 


The following table gives a brief summary of these results : 


Barium antagonises adrenaline : Adrenaline antagonises barium. 
<3 increases augmentation of 
atropine 
does not antagonise Phy 
sostivinine: 
increases augmentation of Nicotine increases augmentation of 
nicotine : barium. 
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Adrenaline antagonises _ pilocar- 
pine : Physostigmine antagonises adrena. 
antagonises physostig- line. 
mine ; 
antagonises atropine : Atropine does not antagonise adren- 
aline. 
antagonises nicotine: Ergotamiue antagonises adrenaline 
antagonises ergota- Pilocarpine does not antagonise 
mine ; atropine. 
Atropine antagonises pilocarpine: Physostigmine does not antagomnise 
“ antagonises physostig- atropine. 
mine ; 
increases augmentation Ergotamine increases augumenta- 
of 2rgotamine : tion of atropine. 


I1V.—DiIscussion. 

The influence of drugs upon the rhythmic contractions and 
relaxations manifested by the excised uterus of the rat and the 
guinea-pig seems to indicate that these movements may be modi- 
fied by an action at two or possibly three levels in the neuro- 
muscular chain. 

Nicotine, which is antagonised by adrenaline, but which does 
not antagonise any of the others, appears first to stimulate and then 
to depress a proximal part. Previous work indicates that this 
is probably the neural synapses. 

Barium, adrenaline and ergotamine appear to act on the most 
peripheral part. i 

The fact that physostigmine can antagonise adrenaline suggests 
that it too acts at this level, but its failure to antagonise atropine ts 
difficult to explain. Atropine antagonises pilocarpine but is not 
antagonised by it. 

These facts suggest the possibility that the primary action of 
atropine and of pilocarpine is at a somewhat higher level than the 
peripheral mechanism. Apart from the tnereased inhibitory 
influence of a given dose of adrenaline after the augmentor action 


of ergotoxine, there is no indication of the existence of a separate 
peripheral augmentor and inhibitory mechanism, The increased 
inhibitory influence of adrenaline after ergotoxine may — be 


g 


explained by paralysis of augmentor neurons. 


V.—CONCLUSIONS, 
(4) Within the wall of the uterus nerve fibres some ending 
in knobs, others ending sharply, have been observed. 
(2) No cells have been found on the course of these nerve 
fibres comparable in size, shape or staining reaction to the nerve 




























































































































































































cells found on the sympathetic nerve fibres elsewhere e.g., in the 
cervical ganglion. 


Noel Paton, under whose supervision this work has been carried 
out. 


Q. 


Il. 
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(3) A study of the action of drugs and their antagonisms 


indicates that in or upon the uterine wall there is some arrange- 
ment for the control of tone and movement probably distributed 
at three levels :— (a) a proximal, (b) an intermediate and (c) a 
peripheral. 


(4) Apart from a slightly increased inhibitory effect pro- 


duced by adrenaline after ergotoxine, no evidence of separate 
augmentor and inhibitory arrangements has been demonstrated. 


I gratefully acknowledge my indebtedness to Professor D. 
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On the Period of Human Gestation.* 


By W. A. JoLty, M.B., L.L.D. (Edin.) 
Professor of Physiology, Cape Town University. 


Ir will be generally admitted that our methods of calculating the 
date of parturition in the human being are at present unsatisfactory, 
and it may accordingly be suspectrd that we have not yet grasped 
with sufficient clearness the laws which govern the duration of 
pregnancy and determine the onset of parturition. 

In the lower animals we find that each species has a period of ges- 
tation, the duration of which varies within narrow limits and must 
be regarded as an inherent property of the generative system of 
that species,® but in the human being it would hardly be too much 
to say that obstetricians at present do not recognize any definite 
law as determining the duration of pregnancy, and have to content 
themselves in practice with Naegele’s method of calculating the 
date of birth, which is based upon the belief that, on an average, 
parturition sets in 280 days from the beginning of the last men- 
strual period.!® It is in fact not usual in obstetrical practice to 
predict a definite date for birth, but to allow a margin before and 
after the 280th day in the calculation. Further it is found that the 
date of parturition is greatly influenced by such extraneous cir- 
cumstances as the amount of work undertaken by the expectant 
mother in the last months of pregnancy. Thus Laurie® has shown 
that the duration of pregnancy depends among other things upon 
the extent to which the patient can spare herself in the later months. 
This observer found that the duration was 20 days longer tn 1550 
women who lived comfortably in a hospital for several months 
prior to delivery as compared with the same number of women 
who entered at the onset of labour. 

All this is very surprising if there is in man, as in the lower 
animals, what we may term a normal or physiological epoch of par- 
turition, brought about at a definite date by ascertainable physio- 
logical factors. Yet we can hardly doubt that this must be so and 
the only explanation which seems to meet the case is that some 
complicating factor is present affecting parturition in the human 
being. This paper embodies an attempt to ascertain the physio- 
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logical duration of human pregnancy and to indicate what the 
complicating factor or factors may be. 

In discussing the problem in the human being, the necessary 
evidence must be clinical and the data must be thoroughly reliable. 
When we consider the sum total of inconvenience, to say the least, 
suffered by human beings on account of uncertainty in this sphere, 
it is evident that turther information is much to be desired, and if 
this communication results in clarifying the problem in any degree, 
such an incursion by a physiologist into the field of clinical 
obstetrics will be justified. 


What must be done in such an enquiry as this is to determine, 
if possible, the conditions of physiological parturition in man, and 
to look for factors which may tend to introduce the complication 
which obviously exists. 

From what we know of the mechanism of reproduction gener- 
ally, physiological parturition must occur at a certain stage in the 
ovarian cycle,® and must be subject to the action of the endocrine 
system of the body. The female generative system is essentially 
cyclic or rhythmical in its action. As Sharpey Schifer!? puts it, 
the periodical changes in this system appear to be intimately con- 
nected with the ripening of the Graafian follicles. What determines 
the successive ripening of the follicles we do not yet know, but 
it is clear that the rhythmical phenomena which are seen in the 
genital tract and other parts of the body associated with repro- 
duction, are controlled through the agency of hormones by the 
rhythm of the ovary. 


During pregnancy certain of the manifestations of the cycle are, 
as a general rule, suppressed, viz. 


ovulation and menstruation, 
but the rhythmical action of the ovary is not interrupted ; follicles 
continue to ripen although without ovulation, and there is abun- 
dant evidence that the pregnant uterus and other organs are 
periodically affected, at the times of the suppressed menstruation 
by endocrine influences from the ovary. 

Evidence is accumulating that physiological parturition is due 
to a change in the endocrine environment of the uterus which sets 
in at the termination of a definite period of gestation; that 
parturition in fact is a physiological event for which preparation 
is made by changes in the endocrines and resulting changes in the 
uterus and elsewhere. 

When we consider the general question of the functional rela- 
tions of the uterus we find it probable that this organ is activated 
so as to make it fit for the nourishment of the foetus and tolerant 
of its presence, by secretions from the ripening follicle and its 
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continuation, the corpus luteum. The growth of the uterus takes 
place under this influence during pregnancy, but towards the end 
of the period of gestation this influence is withdrawn and parturi- 
tion follows as a natural sequel to the changes which now. take 
place in the uterus and elsewhere. The corpus luteum is under- 
going involution in the later stages of pregnancy, and it seems 
probable that the changes in the uterus which lead to physiological 
parturition are associated with cessation of activity on the part 
of the corpus luteum. 

Whitehouse!® has recorded interesting observations on the 
changes which occur in the uterus—in this case the non-pregnant 
organ—-when the influence cf the corpus luteum is withdrawn by 
excision of that body. There is necrosis of the superficial layer of 
the endometrium with extravasation of blood into its tissues (that 
is to say a premature menstruation). Information as to the pro- 
bable effects of loss of luteal function may also be derived from 
the condition of pseudo-pregnancy which occurs in some of the 
lower animals.* At the close of this period degenerative changes 
are seen in the uterine mucosa which are comparable with. those 
taking place in the uterus in association with parturition. Towards 
the end of pregnancy the uterine muscle also shows increased 
irritability. 

Dixon and Marshall? have recently made the interesting sug- 
gestion that the pituitary body is involved in the process of par- 
turition as one of the links in the endocrine chain, and confirmatory 
evidence is awaited for this hypothesis. 

Seeing that parturition is an event determined by the generative 
endocrine system and since the action of that system is cyclic, we 
should be able to correlate duration of pregnancy and the date ot 
parturition with the time relations of the cycle in any particular 
case. 

The possibility that a definite relation subsists between the 
cycle and the duration of pregnancy has been considered by many 
writers, although, as we have seen, the current practice among 
obstetricians of allowing a margin of two or three weeks in their 
calculations indicates that the attempt to correlate the two pheno- 
mena has not so far been successful. 

Ballantyne! considered that pregnancy may be expected to be 
longer than usual when the patient has an unusually long menstrual 
type (e.g. 30 days). According to Lowenhardt’ birth is likely to 
occur when the roth period following conception falls due. With 
regard to this author’s view as will be shown later, | do not con- 
sider that this indicates the fundamental law governing parturition 
but that we must take the rith period after conception as the epoch 
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of uncomplicated physiological parturition. Shaw?, in discussing 
the process or ripening of the follicle as the fundamental rhythmi- 
cal factor in ovarian activity, takes the view that the gestation period 
of 280 days is a simple multiple of the menstrual cycle of 28 days, 
but, as regards this, it must be pointed out that 280 days is, at best 
only a rough estimate of the probable duration of pregnancy. In 
any case this period of 280 days is merely the average duration 
reckoned from the last menstruation, while gestation really begins 
at conception which occurs somewhere in the intermenstrual inter- 
val, so that the actual period of gestation in the average case is less 
than 280 days. This must be so, as pointed out by Williams,!® in 
the case of young women who miss the first menstrual period after 
marriage and give birth to a fully developed child 280 days after 
the last menstruation, 

Our present knowledge is not much more definite when the date 
of coitus is known and the gestation period is reckoned from that 
date. Ahlfeld, quoted by Williams,'® gives 269.91 days as the 
average duration after coitus, with individual cases varying from 
231 to 329 days, and Eden and Holland* give 273 days as the 
average duration. 


The belief is forced upon us that there is some complicating 
factor in human gestation which has not so far been properly 


appreciated, and we must proceed to enquire what this may be. 


We have seen that the activity of the generative system is 
cyclic or rhythmical, and that we must expect the period of gesta- 
tion to bear a definite relation to the cycle. The cycle, however, 
varies considerably in the human female. Its average length is 28 
days, but much shorter and much longer cycles occur in quite 
normal individuals. Which is the more primitive habit in the 
human being, the short or the long cycle, must 1emain for the 
present an open question. 

We must note further that there is a process concerned with 

parturition which does not exhibit any such cyclical character, and 
that is the growth in size of the foetus. Growth cycles have been 
described in the individual both before and after birth, thus Robert- 
son! concludes that there are three phases or growth evcles in man, 
of which one is intrauterine and probably not quite complete at 
birth. It is evident that these cycles are quite different phenomena 
from the maternal cycle. 
Ahlfeld, quoted by Marshall® has stated that the foetus increases 
only up to the 39th week and in the last week decreases, but, apart 
from this, we may take it that intrauterine growth is a regular and 
continuous. process, 





262 Journal of Obstetrics and Gynecology 


If now the period of gestation extends over a definite number 
of cycles, which may be of short or of long duration, while the 
foetus undergoes continuous growth, it is evident that the size of 
the foetus at the epoch of physiological parturition will vary with 
the length of the mothers’ cycle. In a long cycle case the foetus 
will be much older and correspondingly larger than in a short cycle 
case. 


The next point requiring discussion is the influence which the 
age of the foetus may be expected to have upon parturition. It is 
evident that the volume of the uterine contents must play a part 
in determining the date of their expulsion. We must assume, as 
in the case of other hollow muscular organs, that a point will ulti- 
mately be reached, as the walls are stretched by the increasing 
contents, at which the uterus will no longer retain its contents but 
will evacuate itself by a process partly automatic and partly reflex. 
Such a point would presumably be attained sooner or later even if 
for some reason the natural physiological mechanism of preparation 
hy way of uterine changes were not in action. 

In any case the stretch stimulus exerted by the uterine contents 
must be an important factor in parturition, and the quantity of 
the amniotic fluid as well as the size of the foetus will determine the 
distension. Williams!® points out that the increasing irritability 
of the uterus in the later stages of gestation is to be associated in 
part with the increase in size of the foetus, and we know that twin 
pregnancies and hydramnios often result in premature labour. 
Dixon and Marshall,? while emphasizing the importance of the 
endocrine factor in bringing about parturition, state that they do 
not suggest that this is the sole factor in producing the labour 
pains. No doubt the foetus itself acts as a direct stimulus and 
without the foetus the intense muscular contraction would not occur. 

We must conclude that normal parturition is brought about 
by at least two agencies: (1) the endocrine influence and (2) the 
uterine distension. Of these agencies the former is exerted by the 
rhythmically acting ovary and must come into play at a time 
definitely correlated with the lapse of a certain number of cycles, 
while the latter is unrelated to any definite number of cycles, 
depending, as it does, on the age and size of the foetus, and may 
cause evacuation of the uterus, if the distension becomes intolerable, 
before the endocrine mechanism has made the physiological pre- 
parations. 

Further we need not conclude that it is only on account of 
mechanical distension that a relatively old foetus may become 
intolerable. Waste products from the foetus are entering the 
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maternal circulation, and these will increase as the foetus grows 
older and will throw an even greater strain on the maternal 
organization. We need not necessarily follow Spiegelberg' in his 
assumption that substances absorbed from the foetus play a very 
important part in physiological parturition: the phenomena 
terminating pseudo-pregnancy, in which no developing foetus is 
present, indicate that the endocrine factor is the decisive one, but 
when the endocrine preparation is delayed on account of the length 
of the cycles, the accumulation of foetal products may well supple- 
ment mechanical distension in causing intolerance and evacuation. 


It is proposed in this communcation to consider a variety of 
pregnancy in which the complicating factor of the advanced age 
of the foetus can be excluded, and in which we may be confident 
that we are concerned solely with the normal physiological mechan- 
ism, and in which if the data have been recorded with sufficient 
accuracy, we should be able to establish a fundamental law relating 
the duration of gestation to the length of the cycle. 

This variety of pregnancy is one in which the cycle is short 
(24 days) and regular, and it is desirable to confine our attention in 
the meantime to what we may perhaps term the usual pregnancy, 
viz :—that in which active sperms are present in the female pas- 
sages when ovulation occurs. If we succeed in establishing a 
consistent relation between length of cycle and period of gestation 
in this simple case, we can proceed to discuss other varieties of 
pregnancy—e.g., in long-cycle cases or in cases in which sperms 
only reach the female passages at some time after ovulation—in 
the light of our results from the simple case. 

Short cycle cases are relatively rare, and those in which the 
data are known accurately enough for our purpose are still more 
uncommon. It is proposed here to adduce sufficient evidence to 
establish a prima facie case for the view put forward and to indicate 
the lines upon which further collection of data should proceed. 

Before detailing the clinical cases it is desirable to say some- 
thing about the probable time relations of ovulation to the cycle 
and the probable duration of the sperms’ active life in the female 
passages. 

As regards ovulation, evidence is accumulating that it takes 
place from the 13th to the 17th day of the menstrual cycle, counting 
the cycle as beginning on the first day of the period. 

As regards the viability of sperms we have, until recently, had 
little reliable information as to the period during which sperma- 
tozoa are able to retain their fertility in the female tract of the 
mammal, and statements are found in the textbooks to the effect 
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that in the human being the junction of spermatozoon and ovum 
may be effected at any time from a few hours to three and a half 
weeks after coitus. Much of the experimental evidence as to the 
viability of sperms has been derived from a study of their survival 
in the male passages, thus Marshall and the present author!° 
showed that sperms can survive in the vasa deferentia of rabbits for 
at least 10 days after removal of these testes. As regards survival 
in the human female reproductive tract, Hoehne and Behne® found 
that sperms have a shorter life than was formerly believed, and 
these authors indicate two or three days as the period of survival 
in the uterus or Falopian tubes. 

Hammond and Asdell* have recently demonstrated that while 
survival in the male passages of the rabbit may be as long as 
38 days, after introduction into the female tract sperms lose their 
Yertility within 30 hours, as can be tested by controlling ovulation 
time and watching for pregnancy. These authors find that the 
size of the litter tends to be small if the sperms have been 24 to 3a 
hours in the female prior to ovulation, suggesting a gradual loss 
of vitality. 

In view of these results it is necessary for us to revise our views 
on the time relation between coitus and conception. We may take 
it that in order that active sperms should be present when ovu- 
lation takes place it is necessary that the last coitus should have 
occurred not more than a few days, say five or six, before the 
middle day of the intermenstrual interval. 

The following cases satisfy the conditions: (1) the data are 
exactly known. Ina sphere in which uncertainty as to the data is 
the rule, accurately known cases acquire considerable theoretical 
importance and should be put on record. We can hardly hope 
to learn much more by averaging the data from large numbers of 
more or less uncertain cases. (2) The menstrual cycle is a short 
one, e.g., 24 days and the cycles are regular. (3) The date of 
coitus is sufficiently known and precedes ovulation, 

Case I. (Prof. EK. C. Crichton’s case). Mrs. A. B. has a regular 
menstrual cycle of 24 days. The flow lasts four days. Her first 
child was born fully developed and 7} pounds in weight on 24th 
February. The last menstruation commenced on 3rd June and ter- 
minated on 6th June. The mid-point of the menstruation therefore 
lay between 4th and 5th June. Parturition occurred in this case 
after the lapse of exactly eleven 24-day cycles, counting from 5th 
June, as the middle day of the last menstruation, i.e., 264 days. 
It is evident that if the usual method of calculating the date of 
parturition had been adopted in this case, birth would have 
appeared to be premature, Thus, if, following the usual procedure, 
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(Williams!'®) we add seven days to the date at which the last men- 
struation appeared viz., 3rd June, making 1oth June, and count 
back three months, fixing roth March as the probable date of con- 
finement, we would be out by no less than 14 days. 

The last coitus in this case took place within four days of the 
termination of the last menstruation as the husband was obliged 
to leave on business at this particular time, that is to say on 
roth June, the 8th day of the cycle. It would thus appear that 
the sperms remained alive for about five days, i.e., from the 8th 
day of the cycle to the 14th day (i.e., 16th June) on which we may 
assume ovulation to have occurred. The actual period of gestation 
is therefore 253 days, that is to say 10} cycles plus one day. 

Case II. (Prof. E. C. Crichton’s case). Mrs. C. D. has a 
regular menstrual cycle of 24 days. The flow lasts four days. Her 
first child was born fully developed and over 7 pounds in weight on 
21st November. The last menstruation commenced on 26th Febru- 
ary and terminated on 1st March. The mid-point of the menstru- 
ation therefore lay between 27th and 28th February. Parturition 
occurred in this case after the lapse of exactly 11 cycles plus 2 days, 
counting from 28th February as the middle day of the last men- 
struation, i.e., 266 days. 

Coitus occurred on 5th and 6th March, that is to say the 
last coitus took place on the oth day of the cycle. Prior to 
this date coitus had not taken place for several months. The sperms 
must therefore have remained active for about four days, from the 
oth day of the cycle to the 14th day (11th March) on which we 
assume ovulation. The actual period of gestation is therefore 
255 days, i.e., 10} cycles plus three days. The period from coitus 
to birth is 260 days. 

The following three cases were under my own observation 
throughout :— 

Case III. Mrs. E. F. has a regular menstrual cycle of 24 days. 
The flow lasts for about five days. She has had three children all 
fully developed at birth. The first child was born on 24th August. 
The last menstruation commenced on 1st December and terminated 
on 5th December. The middle day of the period is 3rd December. 
The first coitus occurred within a few days of the termination of 
the menstruation and was repeated, so that active sperms were 
present on the 14th day of the cycle, when ovulation is assumed. 

Parturition took place in this case after the lapse of exactly 
eleven 24-day cycles counting from the middle day of the last men- 
struation, i.e., 264 days. The actual period of gestation, reckon- 
ing from the 14th day of the cycle (14th December) is 253 days, 
i.e., 10} cycles plus one day, 


C 
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Case 1V. The second child was born on 13th December. The 
last menstruation commenced on 23rd March and terminated on 
28th March. The middle day of the flow may be taken as 25th 
March. Birth therefore occurred one day short of the exact 11 cycles 
counting from the middle day of the last menstruation i.e. 263 days. 
The actual period of gestation reckoning from the 14th day of the 
cycle (5th April) is 252 days i.e., exactly 10} cycles. 

Case V. The third child was born on 4th August. The last 
menstruation commenced on roth November and terminated on 
14th November. The middle day of the flow is 12th November. 
This case is one of single coitus on 17th November (the 8th day 
of the cycle), the husband leaving the country for some months 
shortly afterwards. Parturition occurred 265 days after the middle 
day of the last menstruation, t.e., one day over the exact eleven 
24-day cycles and 260 days after the single coitus. 

If we assume, as before, that ovulation occurs on the 14th day 
of the cycle (23rd November), we see that sperms must have 
remained active trom the single coitus on 17th November (the 8th 
day of the cycle) until the 14th day of the cycle, about five days, 
and the actual period of gestation reckoning from the 14th day of 
the cycle is 254 days i.e. 10) cycles plus two days. 

Table I gives a synopsis of the above five cases. It will be seen 
that the data are very consistent. The average interval from the 
middle of the last menstruation to parturition is 11 cycles plus 
two-fifths day and the average period of gestation reckoning 
ovulation and conception to occur on the 14th day of the cycle is 
253? days, that is to say 10) cycles plus one and two-fifth days. 

It is clear that in pregnancies in which the maternal cycle is 
short and regular like those recorded above, the proper method 
of calculating the date of parturition is to take 11 menstrual cycles 
from the middle day of the last menstruation. Birth in these cases 
will occur not when the roth period following conception falls due 
as put forward as the general rule by Lowenhardt,’ and currently 
believed, but when the rth period after conception falls due, and 
we must conclude that this is the epoch of normal physiological 
parturition and that variations therefrom, however common, are 
so far unphysiological, in that the natural conditions of parturition 
have not been brought about by the endocrine mechanism, and 
that some complicating factor such as the age of the foetus has 
assumed the dominant réle. 

We may, I think, apply this law with confidence to all short 
cycle cases similar to those recorded here. When there is irregu- 
larity in the cycle or when conception occurs at the end of the 
intermenstrual interval, uncertainty will remain. 
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We may now consider the cases in which the cycle is inter- 
mediate in length between what we have discussed viz.,—24 days 
and the usual period of 28 days. Cases in which the cycle is 25 or 
26 days would, according to the 11-cycle law stated above, result 
in durations of pregnancy of 275 and286 days respectively, reckon- 
ing from the last menstruation. Such pregnancies have up to now 
been classed along with the usual cases as conforming to the 
current conception of the 280 day pregnancy, with a fairly wide 
margin above and below this figure, but it should now be possible 
to calculate the duration with accuracy if the data are sufficiently 
reliable. 

The following case is recorded as an example :— 


Case VI. (Dr. F. O. Fehrsen’s case). Mrs. G. H. has a 
menstrual cycle of 26 days. The flow lasts five days. Her first child 
was born fully developed and weighing 83 pounds on 11th Decem- 
ber. The last menstruation commenced on 27th February and ter- 
minated on 3rd March. The middle day of the menstruation was 
ist March. Parturition occurred in this case after the lapse of 
exactly eleven 26-day cycles less one day, counting from the middle 
day of the last menstruation, i.e., 285 days. Coitus took place in 
the first week following termination of menstruation, so that active 
sperms were present on the 14th day of the cycle (12th March) when 
ovulation is assumed. The actual period of gestation therefore in 
this case is 274 days, i.e., 102 cycles plus one day. 


TABLE I. 
SYNOPSIS OF THE SHORT-CYCLE CASES RECORDED. 
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It would appear that up to a cycle of 26 days duration we can 
apply the 1i-cycle law with confidence, but when we turn to those 
cases in which the cycle is long e.g. 27 to 30 days, it is evident 


that the result will largely be determined by the factor which com. 
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plicates and may disturb the physiological conditions, viz.—- the 
intolerance caused by the presence in the uterus of an older and 
correspondingly larger foetus. Thus, if we apply the 11-cycle 
law to a pregnancy in which the cycle is 28 days, parturition should 
occur 308 days after the last menstruation, and the actual period 
of gestation (103 cycles) would be 294 days. 

The 28-day cycle is the usual one in the human female, and 
the data available in the textbooks apply chiefly to this case. On 
consulting the literature we find that as a matter of fact cases which 
conform to the 11-cycle law are described. Williams!® records 
the case of a woman in whom pregnancy extended for over 11 
lunar months after the cessation of menstruation instead of the 
usual ro lunar months. In this case typical labour pains were 
experienced at the end of the roth month, but these subsided and 
were not renewed until four weeks later when they resulted in 
parturition. The same woman became pregnant a second time, 
when the period of pregnancy was again prolonged until the end 
of the 11th month after the last menstruation. The child on each 
occasion was abnormally large and heavy at birth. Here we have 
a long cycle case in which the fundamental 11-cycle law has been 
followed, and in which the complicating factor of age and size 
made itself apparent in the first pregnancy by inducing labour 
pains at the completion of the roth cycle. The complicating 
factor has here, in fact, almost caused the common departure from 
the fundamental law and brought about birth 280 days after the 
last menstruation. Some extra exertion on the part of the mother as 
pointed out by Laurie,® would probably have precipitated par- 
turition at that time. 

Williams!® states that cases in which 300 days or more elapse 
between the last menstrual period and the onset of labour are not 
uncommon, but there can be no doubt that it is the exceptional 
long-cycle case which conforms to the fundamental law, and that 
in the great majority of long-cycle pregnancies the uterus has 
become intolerant to the foetus before the physiological date is 
reached, and in this way the difficulties in parturition caused by a 
large foetus are avoided. A likely date for birth will then be the 
period of increased uterine excitability associated with the tenth 
missed period after conception, i.e. on the lapse of 10 cycles from 
the last menstruation. 

In view of the admission thaf on an average parturition sets in 
about 10 cycles after the last menstruation, it may seem unreason- 
able to insist that this does not represent the physiological law 
of gestation, and to deduce the law from short-cycle cases which 
are relatively rare, but when one bears in mind the very great 
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variations which appear in the duration of human pregnancics, 
the great difficulty which is found in practice in predicting the 
date of birth, and the manner in which this date is affected by 
extraneous circumstances, one is compelled to assume that the 
problem in the human being is complicated in a manner which 
has not so far been clearly understood. This complication is 
associated with the long-cycle, and, without desiring to be too 
speculative, | am inclined to consider, from the evidence, that 
the long-cycle habit is less primitive than the short-cycle habit. 

It does not seem unreasonable to take the view that the length 
of cycle has tended to increase in the human race, and that, in 
consequence of this, the increased age and size of the foetus lead 
in very many cases to maternal intolerance and uterine evacuation 
before the endocrine clock is ready to strike. We may perhaps 
have to regard this as one of Nature’s disharmonies. 


SUMMARY. 

Evidence is adduced that the period of human gestation is 
intimately related to the length of the mother’s menstrual cycle in 
any particular case. 

The physiological period of gestation extends over 11 cycles, 
counting from the middle day of the last menstrual flow, not 10 
cycles as currently assumed. 

This law holds good in pregnancies in which the maternal cycle 


is short. When the cycle ts of 24 days and regular, the pregnancy, 
counting from the last menstrual flow, lasts for 264 days (i.e., 11 
cycles) and the actual period of gestation, recko:ing from the 
14th day of the eycle (when ovulation and conception are assumed) 
is 252 days (i.e., 10} cycles). In 26-day cycle cases the respective 
figures are 286 days and 273 days. 


In long-cycle cases-27 days and upwards—the law is com- 
monly modified by a complication resulting from the age of the 
foetus, and birth is likely to take place when the roth missed period 
following conception falls due or slrortly thereafter. 
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Diabetes Mellitus and Pregnancy.* 


By ARNOLD WALKER, M.B., B.Ch. (Cantab.), F.R.C.S. (Eng.) 

Assistant Gynecological Surgeon, The Miller Hospital; Assis- 
tant Obstetric Surgeon, The City of London Maternity 
Hospital. Obstetric Registrar The Middlesex Hospital. 


AN examination of the records of the Maternity Department of 
the Middlesex Hospital for the last 23 years disclosed the fact that 
tnere had been only one case in which pregnancy was complicated 
by diabetes mellitus. 

I have therefore searched the literature for cases of diabetes mel- 
litus complicating pregnancy treated during the last few years 
with a view to forming some idea of the prognosis to-day when 
compared with the results previously obtained. 

I have found reports of several cases of this complication, some 
of which required insulin and others dietetic treatment only. | 
have selected the cases treated with insulin because they provide 
a group in which the diagnosis is least likely to be questionable. 
Insulin was prescribed in these cases either because the patient was 
unable to tolerate a diet of sufficient caloric value to maintain a 
reasonable state of nutrition, or because she was in a condition of 
acidosis due to diminished carbohydrate metabolism, 

If, therefore, an examination of the records of the reported 
cases shows that the results to the mothers and children are favour- 
able when insulin has been emploved, one may be justified in dis- 
regarding the advice given in most text-books—except perhaps 
those of very recent date—that it is extremely dangerous for a 
diabetic woman to become pregnant, and that if, unfortunately, 
she does, her pregnancy should be terminated. 

Before the discovery of insulin the prognosis in such cases 
was very bad. Fortunately, pregnaney rarely occurs in a 
diabetic woman, owing to the effect of the disease on the repro- 
ductive organs. Thus Parisot! in tort found that amenorrhoea 
occurred in 50 per cent. of all cases of diabetes in women and that 
this was associated with the disappearance of the Graafian follicles, 
and Graefe? in 1898 demonstrated atrophy of the uterus in 
diabetes. I have searched the maternity records of the Middlesex 
Hospital, for the last 23 years and out of 10,000 cases T have found 
only one case. An inspection of the card index of the City of 
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London Maternity Hospital representing 24,507 cases of compli- 
cating pregnancy, disclosed the fact that no single case of diabetes 
can be found. It is difficult to believe that the complication is 
really as uncommon as this. 

Mathews Duncan? in 1882 was the first to publish a series of 
cases of diabetes associated with pregnancy. He collected the 
results of 22 pregnancies in 14 cases of diabetes. His results were 
incorporated in Whitridge Williams’ series of 66 cases. This 
series is well known, and is mentioned in almost every text-book 
and paper dealing with the subject. Whitridge Williams* found 
that the mortality during pregnancy, labour, and the puerperium 
was 27 per cent., and that 50 per cent. of the patients were dead 
within two years of their confinement. Abortion occurred in 12 
per cent. of cases, and the child was born dead, often prematurely, 
in 29 per cent. of the total number of cases. The untavourable 
result to the child was therefore 41 per cent. 

In the latest edition of his text-book, Whitridge Williams® 
states that he considers the figures he previously quoted too high, 
as probably only the more serious cases have been published. 
This statement is difficult to prove or disprove. It seems pro- 
bable that from the information available in the reports of the 
early cases, from which Whitridge Williams worked out his 
statistics, a physician would hesitate before accepting many of 
them as examples of true diabetes mellitus. Thus Shottelius,® in 
1yo8, stated that from available statistics pregnancy was interrupted 
in from one-half to two-thirds of the cases, and that if a live child 
was born its chances of survival were poor. He quotes nine cases 
of pregnancy in which eight of the patients died and one survived. 
At about the same time Neumann?’ published six cases, in all of 
which the mother and child did well. !le considered that although 
pregnancy was rarely complicated by diabetes, it had no ill effects 
on the diabetic condition, and that diabetes had no il! effects on 
pregnancy. 

Parsons, Randall and Wilder® from the Mayo Clinic published 
® paper in 1927 based on two cases of diabetes and pregnancy 
treated with insulin, They consider that it is doubtful) whether 
women who were pregnant and the victims of severe diabetes ever 
survived pregnancy in pre-insulin days. 

The reasons for such contradictory statements are well known. 
Lambie® published a paper in the Journal of Obstetrics and Gyne- 
cology in 1g26 in which a full account is given of the different 
conditions in which sugar may be found in the urine of a pregnant 
woman, 


IIe classifies them into: (a) Early alimentary glycosuria; (6) 
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renal glycosuria; (c) lactosuria; (d) late alimentary glycosura: 
(1) hypophyseal, (2) carbohydrate deprivation. 

Nowadays when laboratory facilities are available there is little 
chance of an incorrect diagnosis being made. Blood-sugar estima- 
tions and the examination of the urine, apart from the clinical 
signs and symptoms of the disease, will sately exclude the more 
benign forms of glycosuria. The earlier workers, however, had 
little to help them, and no doubt many cases were included in their 
statistics which were not diabetes mellitus. 

I have been able to collect from the literature, since the dis- 
covery of insulin, 18 cases of pregnancy and diabetes mellitus, and, 
in addition, have to report one case which was under the care of 
Comyns Berkeley in the Middlesex Hospital. 

As far as I can gather from the published records, there seem 
to be no contraindications to the use of insulin during pregnancy. 

Parsons, Randall and Wilder® reported that in both their cases 
hypoglycemia developed during labour or shortly after, and 
Bowen!® noticed that one of his patients was extremely sensitive 
to insulin after delivery, and that the dose had to be halved. 

I have been able to find reports of three cases only of preg- 
nancy and diabetes which had been treated with insulin in this 
country. 

I.—The first case was described by Graham!" in 1924 to the 
Members of this Section. The patient became pregnant while 
being treated with insulin. She was delivered at term of a healthy 
child. Recovery during the puerperium was uneventful. 

11.—The second case was published by Lambie’ in 1926. Dia- 
betes was first discovered in the patient during pregnancy at about 
the fifth month. She was delivered at term of a healthy child. The 
puerperium was uneventful, and the degree of sugar tolerance 
increased after the pregnancy. 

I11.--The third case is published in ‘The Queen Charlotte's 
Practice of Midwifery.’" This patient during her first: pregnancy 
was treated by dieting only and there was marked loss of weight. 
The puerperium was complicated by a prolonged and exhausting 
pyrexia without obvious cause. During the second pregnancy 
this patient was treated with insulin and maintained her health, 
She was delivered at term by Cesarean section in order that she 
might be sterilized. Recovery was uneventful. There is no note 
as to the condition of the child, presumably it was born alive and 
did well. 


Bowen! published a series of seven cases in April of this year. 
in five of these insulin was prescribed. 


I.—A_ diabetic woman who became pregnant while being 
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treated with insulin. He was able to observe this patient through 
two pregnancies, both of which terminated rather suddenly in 
acidosis and coma. Delivery in each case was by Czsarean 
section. On each occasion the diabetes markedly improved after 
the uterus had been emptied. The first child was alive, weighed 
over nine pounds, and did well. The second was premature and, 
although born alive, died in eight hours. 

II. A woman suffering from severe diabetes who in addition 
had severe ‘“‘toxzemia of pregnancy.’’ She was admitted to hospital 
at term and delivered by Czesarean section of a live 10 pounds child. 
Mother and child both died within a few hours. 

I1].—A woman suffering from moderately severe diabetes who 
became pregnant while being treated with insulin. Pregnancy 
and labour were without unfavourable incidents. The diabetic 
condition was unaffected by the pregnancy. 

IV.—A patient who became pregnant while being treated with 
insulin. Pregnancy was complicated by hydramnios. The child 
was delivered alive. The presentation was a breech and the child 
weighed 10 pounds. It appeared healthy but died in eight hours 
from atelectasis pulmonum. The mother had an uneventful conval- 
escence and her sugar tolerance definitely increased after pregnancy. 

V.—A woman with severe diabetes who had a return of men- 
struation after three years amenorrhoea. She was observed through 
three pregnancies; the first terminated prematurely and the child, 
although born alive, died. The second terminated with a five 
months’ miscarriage and the third was ended artificially. Recovery 
was satisfactory but the patient was lost sight of. 

Parsons, Randall and Wilder® in 1927 published two cases 
from the Mayo Clinic. 

I.—.A patient became pregnant while being treated with insulin 
for diabetes of moderate severity. Pregnancy was uneventful. 
labour was premature ; the child weighed 33 pounds. Both mother 
and child did well and pregnancy did not increase the severity of 
the diabetes. 

I!.—This patient also became pregnant while being treated 
with insulin. The disease was severe and large doses of insulit: 
were required. The dose of insulin had to be decreased during 
the later months of pregnancy owing to an increase in the degree 
of sugar tolerance. Labour occurred at term and was uneventful. 
Mother and child did well. 

In both cases hypoglyceemia developed after labour and the 
amount of insulin had to be reduced. Later, however, the amount 
had to be increased to the previous dose. 

Marcel Labbé and Couvelaire™ reported a case of diabetes of 
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long-standing in a woman who came under their care during preg- 
nancy. The patient had severe acidosis and hydramnios. She 
was treated with insulin and the hydramnios disappeared. She 
was successtully delivered at term of a live child. ‘Lhe puer- 
perium was uneventful. 

Ehrenfest!* published in 1924 the case ot a woman in whom 
diabetes was first noticed during pregnancy. The patient was 
delivered at term of a live child. The puerperium was uneventful. 
Sugar tolerance increased for some months after delivery and the 
«dministration of insulin was found to be unnecessary. Later her 
sugar tolerance decreased and insulin had to be resumed. 

The patient in a case reported by Raveno was admitted in a 
condition of diabetic coma in 1923. Treated with insulin she 
recovered and was delivered of a premature live child which died 
later. Recovery was uneventful and she was able to leave hos- 
pital, the insulin treatment being continued. 

The patient in a case reported by Stansfield!® had an increas- 
ing acidosis as pregnancy advanced. She was treated with in- 
sulin. Labour was induced at the eighth month. Mother and 
child did well. There is no note as to the after history. 

Weiner!’ reported a case of a diabetic woman under treatment 
for some time previously, who became pregnant. Insulin was 
required during pregnancy for the first time, and large doses were 
necessary during labour. The child was stillborn and the mother’s 
condition was worse after than before the pregnancy. 

Soler!’ reported the case of a diabetic woman who came under 
treatment during the seventh month of pregnancy suffering from 
acidosis. Her condition improved with insulin. Labour 
was normal, but there is no information as to the subsequent 
history. I presume that the child was alive. This case was com- 
plicated by valvular disease of the heart. 

Poltjan and Nickel!® reported the case of a woman who almost 
died from diebetic coma. She remained in a state of coma for five 
days during which time she received some 200 units of insulin a day. 
She recovered and was treated with insulin as an out-patient. 
Later she became pregnant and on three occasions was on the 
verge of coma. She was eventually delivered of a healthy child 
at term. 

The last case I have discovered was published by Henneberg 
and Bickel.?° In their patient diabetes was discovered during preg- 
nancy. She was admitted on the verge of coma, and recovered 
rapidly when treated with insulin and intravenous glucose. She 
was delivered «a month later of a macerated foetus. There was 
steady improvement in the diabetic condition following labour, 
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and the patient was eventually discharged without insulin on a 
special diet alone. ‘lhe puerperium was complicated by mild 
phlebitis. 


I now come to the Middlesex Hospital case. 

The patient, R.M., was a woman aged 34: she had had one child. 
About a month before the commencement of her second pregnancy 
she complained of excessive thirst and weakness. ‘The last menstrual 
period occurred at the beginning of July, 1923, and the diabetes 
was diagnosed in the following month, There are no accurate 
details of her early treatment except that she was put on a 
special diet at first, and towards the end of the year was given 
insulin at the rate of 15 units a day. From the end of January 1924 
to her admission to the Maternity Ward of the Middlesex Hospital 
she was given insulin to the amount of 40units a day. The diet was 
presumably too large during the whole of this time, and her blood- 
sugar remained between 200 and 300 mgm. per too c.c.. Her 
urine was never sugar free, and always showed a positive Rothera’s 
test and a positive ferric chloride test. 

On April 10, 1924, this patient complained of violent headache, 
loss of appetite, vomiting and respiratory distress. She was 
admitted to the maternity ward the following morning in labour, 
collapsed and very drowsy. As coma seemed imminent, treatment 
with glucose and larger doses of insulin was started forthwith. 
The patient was able to take the glucose diluted with lemon water 
by the mouth. She was given a total of 250 grm. of glucose and 
200 units of insulin between 2 p.m. on April 11th and 2 p.m. on 
April rath. This was divided into five doses of 50 grm. of glucose 
and 4o units of insulin. Two doses were given before delivery and 
three after. 

On admission to the labour ward the membranes were unrup- 
tured, the presenting part was not engaged, but could easily be 
pushed down. A face presentation was diagnosed by abdominal 
palpitation. The foetal heart was not heard. Uterine contractions 
were regular but feeble. On account of the supposed suscepti- 
bility of diabetics to infection a vaginal examination was not made. 
At 5.45 p.m. the membranes ruptured. By this time the patient 
complained of feeling very weak, the pulse was feeble and its 
rate was rapid. The respirations were rapid and shallow. Labour 
pains remained weak. 

At 6.45 p.m. the head had entered the pelvis, but pains 
remained weak. | made a vaginal examination and confirmed 
the diagnosis of left mento-anterior position. The cervix was 
fully dilated and there seemed to be no obstruction, 
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At 7.30 p.m. 1 c.c. of pituitrin was given intramuscularly as 
the pains were getting weaker. This had the immediate effect of 
producing several strong contractions which brought the head 
down to the vulva. The face of the child showed that it had been 
dead for some time. 1 perforated the head through the mouth. 
As expulsion did not take place another c.c. of pituitrin was given 
at 8. p.m. The child was then born in a few minutes. The third 
stage of labour was normal, the uterus retracted well, there was no 
post-partum hemorrhage and the placenta was delivered intact 
without any obvious sign of disease. The child weighed 8 pounds 
15 ounces. It had been dead for several days. 

During labour the urine showed strongly positive Rothera and 
ferric chloride tests and complete reduction with Benedict’s test. 
The blood-sugar was taken during the first stage and was 
370 mgm. per 100 C.c. 

After labour the patient was in a state of collapse. The tem- 
perature was 97.8°F., the pulse-rate 176, and the respirations 4o. 

The following morning, after the patient had received 200 grm. 
of glucose and 160 units of insulin within 20 hours, her blood- 
sugar was found to be 325 mgm. per 100 ¢.c. 

For the next three days the patient passed the greater part of her 
urine involuntarily, so that 24 hourly specimens could not be 
collected. In the specimens examined Rothera’s test remained 
positive, but the ferric chloride test became negative. Her general 
condition improved rapidly, breathing became easier, the head- 
ache went and she was able to take food; on the fifth day the 
temperature was normal, pulse-rate 100 and respirations 24. 

After 2 p.m. on the day following delivery, i.e. April 12, she 
received a diet of between 1,000 and 1,200 calories, divided into 
three meals, with fifty units of insulin before each meal. This 
was maintained during her stay in the maternity ward, and was 
not modified in spite of the fact that the blood-sugar remained 
over 200. She excreted between 12 and 30 grm. of sugar a day, 
and although the ferric chloride test remained negative, Rothera’s 
test was positive until April 24. On April 25 Rothera’s test was 
negative, the urine contained sugar and the blood-sugar was 
228 mgm. 

The puerperium was without any obstetrical complication ; it 
was non-febrile, the uterus involuted well and there was no trouble 
with the breasts. 

On April 26th the patient was transferred to a medical ward 
under the care of Dr. A. F. Voelcker. The amount of insulin was 
slowly reduced and the diet increased. She was eventually dis- 
charged on Jure 13, 1924. Her urine was free from sugar, acetone 
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and diacetic acid, and her blood-sugar was within normal limits. 
She was then receiving a diet of 1,500 calories a day with 80 units 
of insulin. 

Her weight in the previous February was 8 stone 10 pounds. 
After the puerperium it was 6 stone 12 pounds: and on discharge 
it was 7 stone 2 pounds. 

The patient returned home to a country town some distance 
from London and was supplied with insulin by the hospital. 
About six months later she was visited by Professor Dodds who 
found her in excellent health. She had become fat and had no 
complaints. Some months later we heard that she had died from 
coma. She had apparently refused to take the prescribed diet, 
refused to take insulin and thus rapidly went downhill. No post- 
mortem examination was made. 


The number of cases, the records of which | have collected, is 
too small and the information concerning most of them too incom- 
plete perhaps for any definite conclusions drawn to be as to the 
prognosis of this complication of pregnancy, because many of 
the cases have been reported to illustrate some physiological or 
pathological feature of diabetes and there are but few details given 
of the pregnancy, labour and the puerperium. 

According to the details | have collected of the 19 cases, tt 
appears that 13 of the women had diabetes before they became 
pregnant, and that in three diabetes was first discovered during 
pregnancy. In the remaining three information on this point is 
not available. This ratio is different from the figures given by 
Joslin,24 who found that in 1,200 cases of diabetes in women who 
came under his treatment, there were eleven in whom the pregnancy 
supervened on the diabetes, and eight in whom diabetes was first 
discovered during pregnancy. 

In one of Bowen’s!° patients, the subject of amenorrhoea, insulin 
treatment resulted in the return of regular menstruation. This was 
followed by pregnancy. If the sterility which is so common in 
women who are suffering from diabetes mellitus is, as is thought, 
primarily due to malnutrition, then the administration of insulin 
which corrects this, may possibly lead to a decrease in the per- 
centage of sterility in women suffering from this complaint. 

In one case only, one of those reported’ by Bowen,!° did a 
patient die at or immediately after labour. In addition to diabetes 
this patient suffered from ‘‘severe toxzemia of pregnancy probably 
eclamptic.’’ The child was delivered by Czesarean section and the 
operation plus the eclamptic toxzemia and diabetes, amply account 





for her death. One other woman suffering from this complaint 
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died some weeks after labour from broncho-pneumonia. | have 
not found any instance of death from diabetic coma. If we 
consider the cause of death in these two cases to be due to the 
diabetes, the maternal mortality is 10.5 per cent. This compares 
very favourably with the percentage mortality quoved by Whit- 
ridge Williams of 27 per cent. 

The puerperium was uncomplicated in all the remaining 17 
cases except that of Marcel Labbé. Labbé described his patient 
as having mild phlebitis. She left hospital against his advice, 
but was none the worse for so doing. 


As regards the children, the results are not so satisfactory. 
The records show 22 pregnancies in 19 women. In 16 of the cases 
the child was born alive; one patient had two miscarriages, and 
in the case of four women the children were born dead. Of the 
16 live children, five died later, three from prematurity. One 
was ‘‘extracted’’ after podalic version. The reason for this is not 
stated. The child weighed 10 pounds and never breathed properly. 
The remaining child died a few weeks after birth from an unknown 
cause. Its death was not attributed to the mother’s disease. There 
were no cases of infantile diabetes. 

The figures | have collected thus show 73 per cent. of live 


children, 9 per cent. miscarriages and 18 per cent. still-births. 


The late result to the mother is reported only in ten cases. In 
eight, the degree of sugar tolerance was greater after than during 
pregnancy. It was unaffected in one case and lower in one case. 

Hydramnios is stated to be frequent in pregnancy complicated 
with diabetes. In my collected cases it is mentioned twice, by 
Labbé® and by Poltjan, as occurring in the earlier months. It 
disappeared in Labbé’s case, and is not referred to again by Polt- 
jan.’ In neither case did it interfere with labour. This ratio is 
very different from that of Graefe?? quoted by Whitridge Williams, 
who gives the percentage as 27 per cent. (7 out of 26.) 


SUMMARY. 

(1) From the data which I have been able to collect, it appears, 
that the administration of insulin has entirely altered the outlook 
for the better in cases of pregnancy complicated with diabetes, as 
indeed it has done in diabetes generally. In other words, with 
modern methods of investigation and treatment, we need not now 
regard this complication as being so deadly as the older writers, 
who had not such methods at hand, led us to believe. 

(2) Although diabetes is itself a very serious disease and must 
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be regarded as a serious complication of pregnancy, if the patient 
is treated with insulin and properly dieted: (a) There seems to be 
no ground for terminating her pregnancy, and there is no reason 
why she should not give birth to a live child. (b) There appears to 
be no special incidence of puerperal complications. (c) Pregnancy 
does not appear to have any ill effects on the diabetic condition. 

(3) Apparently in one case insulin has been the means of 
curing the sterility. 
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Some Functional Disturbances of the Uterus. 
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D.G.O. (Dublin), I.M.S. 
Late Post-graduate Student Rotunda Hospital, Dublin, 


Most investigators now believe that there are two distinct nervous 
mechanisms which supply the longitudinal and circular muscle 
fibres of the uterus and the vagina, although the exact nature of 
this is not definitely known, The evolution of clinical knowledge 
has been, and will continue to be, along certain well defined lines. 
Anatomy introduces the field, experimental physiology elucidates 
by the field’s functions, symptoms and signs denote the derange- 
ment of these functions, and the picture is completed by correlation 
of signs and symptoms That disorders of the involuntary nervous 
system occur is beyond dispute. In relation to the uterus, these 
disorders may be manifest at the sphincter or throughout the 
canal. On a hypothetical basis, it is possible to conceive four 
types of derangement. 

1. Abnormal stimulus of contraction, otherwise known as 
spasm. 

2. Persistence of contraction effects, achalasia. 

3- Persistence of inhibitory effects, atony. 

4. Irregularity of normal peristaltic waves, arrhythmia. 

In this article achalasia and arrhythmia of the uterus are dis 
cussed. 


INNERVATION OF THE UTERUS AND VAGINA. 

A good description will be found in Marshall’s Physiology 
cf Reproduction.! A brief summary has been published by White- 
house and Featherstone.? Several investigators have shown 
beyond dispute, that parturition is normal even when the uterus 
is severed from all nervous connexions. Langley? first showed 
that the uterus was innervated through the 4th, 5th and 6th 
lumbar nerves. Kieffer‘ has demonstrated the existence of a 
complicated system of sympathetic ganglia and nerve trunks in 
the muscular wall of the uterus. Cushny® states that, in the cat, 
the sympathetic is motor in pregnancy and inhibitory in the 
non-pregnant uterus; whereas in the rabbit, the stimulation causes 
powerful contraction whether the uterus is pregnant or not, 
This appears to show that the human female may differ in 
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this respect from the lower animals. Fellner® regards the hypo- 
gastric as being motor only to the circular muscle fibres of the 
corpus uteri and longitudinal fibres of the cervix uteri. It is 
inhibitory, in his opinion, to the longitudinal muscle fibres of the 
corpus uteri and the circular fibres of the cervix uteri, which are 
controlled by the nervi erigentes. Whitehouse and Featherstone 
agree with Fellner’s view as regards the corpus uteri, but differ 
from him in his view of the lower uterine segment and the cervix 
uteri. Whitehouse and Featherstone believe that the circular 
fibres of both corpus and cervix uteri are stimulated by the sym- 
pathetic system and inhibited by the lumbar cord. The longi- 
tudinal fibres on the other hand, both corporeal and cervical, 
appear to be stimulated by lumbar cord impulses, and inhibited 
by the sympathetic, consequently they believe that local para- 
lysis of the lumbar cord produces contraction of the circular 
fibres of the uterus, owing to uncontrolled sympathetic impulses, 
but that the expulsive power is lost owing to paralysis of the 
longitudinal muscle fibres. Similarly, weak or absent sympathetic 
impulses produce overaction of the longitudinal muscle fibres 
and increase expulsive efforts. Whitehouse and Featherstone 
conclude that the nervous mechanism controlling the uterus 
belongs to three systems, viz. 

1. Sympathetic, through the hypogastric system. 

2. Parasympathetic, through the nervi erigentes. 

3. The ‘Local’? system. This is capable of producing 
rhythmical uterine contractions and is independent of the sym- 
pathetic and parasympathetic systems. 

Cook’, on the other hand, holds the view that there is no 
evidence of a direct supply from the lower spinal cord to the preg- 
nant uterus, but in spite of this, he believes that a differential 
innervation of the longitudinal and circular musculature exists. 

Gunn’ found that both the longitudinal and the circular 
muscle fibres of the vagina contract under sympathetic stimu- 
lation, even in the non-pregnant cat. Cook observed that the 
stimulation of the hypogastric nerve caused peristaltic waves which 
proceeded downwards from the utero-vaginal junction. The 
circular fibres contracted forcibly at the onset of each wave. 
Whitehouse and Featherstone hold that the longitudinal muscle 
fibres of the vagina, in the case of the rabbit, appear to be stimu- 
lated by the lumbar cord and inhibited by the sympathetic. 

In order that the uterine contractions should be effective, there 
must be proper coordination of the nervous impulses controlling 
the two opposite groups of muscular fibres (Whitehouse and 
‘Featherstone, Cook). Disturbances in either, whether in the 
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direction of augmentation or diminution, will interfere with the 
normal course of parturition. According to the amount of incoordin- 
ation between the contractile power of the longitudinal muscle and 
the degree of relaxation of the circular muscle fibres, various effects 
may occur. In the process of parturition this may present itself 
either in the form of a contraction ring, or spasmodic rigidity of 
the cervix, or of a definite form of ‘‘primary uterine inertia’ 
When this is in combination with the expulsion of the menstrual 
fluid, it produces dysmenorrhoea. In certain cases the nervous 
mechanism controlling the circular muscle fibres of the vagina 
may be abnormally irritable, preventing any effort to dilate it, a 
spasmodic contraction leading to one form of vaginismus. 


CONTRACTION RING. 

There is a great deal of confusion about the nomenclature of 
this condition. It has been variously spoken of as the retraction 
ring, spasmodic contraction of Bandl’s ring, and stricture of the 
uterus. Clifford White® considers the contraction ring as a 
localized contraction of a band of circular muscle fibres over a 
point of slight resistence, and that it may form in any part of 
the uterus; and this appears to be by far the most suitable term. 
A true contraction ring causing dystocia should be easily dis- 
tinguished from a retraction ring, which is usually caused by 
some obstruction in delivery. The best account of the differential 
diagnosis has been given by White.® Harper!? classifies localized 
contractions of the circular muscular fibres, producing rings, into 
two types, physiological and pathological. The former is never 
so prominent as to interfere with parturition, the latter is an 
abnormality of the former. The most common site for the for- 
mation of the contraction ring is about the groove of the child’s 
neck. The site of the retraction ring in an ordinary vertex 
presentation would be about the same level, with the result that 
these two terms have been very loosely used thus producing great 
confusion. It is apparent that in certain cases of dystocia caused by 
a contraction ring, the upper part of the uterus may, in later stages, 
pass into a condition of tonic contraction as in any other case ot 
obstructed labour, but without any overstretching of the lower 
uterine segment, : 


AETIOLOGY. 

Most of the textbooks consider the contraction ring as a 
secondary condition caused by long labour, meddlesome mid- 
wifery, disproportion or malpresentation. Among the conditions 
which have been blamed from time to time, Holzberg! mentions 
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rigidity of the cervix and uterine inertia. Although a few cases 
may owe their origin to the above-named causes, from an analysis 
of a series of 21 cases treated in the Rotunda Hospital in the last 
seven years, in almost all of them the condition appears to be 
due to a primary cause in the uterus. White states that pre- 
mature rupture of the membranes is the most constant factor in 
the cases recorded. Harper reports that in the majority of cases 
seen early, the membranes are intact. It may even be met with 
in the first stage of labour, before the rupture of membranes. 
In the series I present, in five cases only was there premature 
rupture of the membranes, and in two the membranes had _ to 
be punctured. It is quite likely as Lewis!? stated, that the for- 
mation of the contraction ring is easier when the ovisac is not 
distended by fluid, but it is obvious that early rupture of the 
membranes plays a part only as a predisposing and not an essen- 
tial factor. Malpresentations may be of importance only by caus- 
ing premature rupture of membranes. They are seldom a primary 
cause of the condition. In this series there were only two cases 
of malpresentation, and in one of these two the oblique lie was 
changed into a vertex 24 hours before the rupture of the mem- 
branes. The presenting part, or the part which is being driven 
against the contraction ring, may eventually change its position 
and thus may secondarily cause malpresentation (Harper). 
Clifford White, Harper, Lewis, Whitehouse, Featherstone anu 
Cook, all believe in a primary increased irritability of the uterus 
as an important etiological factor. It is said to be twice as 
common in multiparze as in primipare. In this series there were 
17 multiparee and four primipare. 

Because there is delay in labour, the obstetrician is forced to 
interfere; and in most cases as there is no disproportion (in this 
series there was only one case of flat pelvis), and as the con- 
traction ring is generally high up about the neck of the child, 
the true state of affairs is diagnosed only after the forceps have 
failed to deliver. The uterine manipulations are more often the 
effect than the primary cause of the formation of the contraction 
ring. Munro Kerr'? believes that the contraction ring is due to 
a spasm in the paracervical tissue, a statement which is equally 
difficult to prove or to refute. 

In this series, in seven of the 15 multipare there was a 
history of some trouble in previous confinements. This suggests 
that this form of irregular contraction or achalasia is apt to be 
repeated in successive labours and is inherent in the individual 
uterus. Tolland! reports the case of a woman who had given 
birth to 11 children, four of whom were stillborn; and Alderson" 
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of a woman, five of whose seven children were stillborn, and in each 
of these women, the last labour was complicated by a contraction 
ring, and there was no obvious reason for the stillbirths. In this 
series, the formation of the contraction ring has been repeated 
thrice in the same patient, in three successive labours. Smith!® 
reported a similar case. Hahl'* noted gripping of the sound 
6 c.m. from the external os, two months after delivery. It is quite 
common to find a contraction ring (hour-glass contraction of the 
uterus) causing retention of the placenta in successive labours, 
and in some an hour-glass contraction producing retention of the 
placenta, has been followed in a later labour by a contraction ring 
in its next labour. 

The contraction ring may form in any part of the uterus, either 
near the fundus, as in Lewis’s!? case, about the internal os, or 
below the child. It is generally oblique (White) as it must be 
to fit in the oblique groove of the neck, which is the commonest 
site. In Lewis’s case only a part of the circular fibres was con- 
tracted, i.e., only the anterior part of the contraction ring was 
in active contraction, fitting well in the groove of the knee, while 
in the posterior part no ring-like contraction could be felt. The 
cause of the achalasia is not known. There is some unknown 
factor which produces, this, and it may be ganglionic, endocrine 
or peripheral. 

When there is a change in the nervous mechanism so that the 
system of nerves controlling one group of muscle fibres is abruptly 
changed for the opposite one, a disturbance in the proper coordin- 
ation, is fairly common (Fraser!’), Fellner believes that such « 
change occurs in the region of the internal os. It is difficult to sa, 
whether this has any relation to the internal os being the com- 
monest site of the contraction ring formation. 


TREATMENT. 
A. Prophylactic. 

Bowen! describes a case of premature rupture of the membranc., 
which was treated with morphine and chloral in order to prolong 
gestation Dut the patient developed a contraction ring during 
labour. In a case reported by Willett?° and in one of this series, 
the ring developed in spite of the administration of chloral, and a 
similar phenomenon occurred in the case of Green Armytage?! even 
though morphine was given. This shows that neither morphine 
nor chloral is of any use in preventing this condition, which 
has a tendency to recur. Patients, therefore, with a history of 

dystocia from a contraction ring should be carefully observed 
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during labour, and at the slightest indication of dystocia, a leg 
should be brought down, after version if necessary. 


B. Curative. 
1. Expectant, useless (White). 
2. Drugs :— 

(a) Anesthetics. In very early cases chloroform may cause 
the disappearance of the contraction ring, as in two cases 
in this series; but in well advanced cases it is practi- 
cally useless. 

(b) Sedatives. As a rule of very little use. 

(c) Other drugs. The inhalation of amyl nitrite has been 
successfully used. Atropine has been suggested. 

If the condition is one of achalasia, intravenous 
injection of a combination of substances designed to 
produce simultaneously stimulation and inhibition of 
the longitudinal and circular muscle fibres respectively 
may be useful. According to Snelzer and Auer, quoted 
by Fraser,!* the most effective combination of the intes- 
tines is ergot (stimulant) and calcium (depressant). There 
may be objections to the use of ergot but it is safe 
to use pituitrin in small doses, 2-3m. in place of ergot. 

3. Operative delivery. 

(a) Manual dilatation is successful only in early cases. 

(b) Instrumental dilatation often fails when manual dil- 
atation is unsuccessful. 

(c) Version, if the condition is diagnosed early is the most 
satisfactory form of treatment, but it is extremely difficult 
in very late cases. If necessary continuous traction may 
be applied to the breech. 

(d) Dilatation by means of traction exerted by Willett’s 
forceps applied to the head. 

(e) (When the head is below the contraction ring, and 
version has failed, steady traction with the forceps will 
effect delivery in many cases. In late cases too forcible 
a traction may rupture the uterus, as in Williamson’s?? 
case. 

(f) Craniotomy is very difficult when the head is above 
the contraction ring, and is obviously of no use when 
the head is below the ring. 

(g) Cleidotomy is indicated when the shoulders are held 

up by the ring. 
(h) Embryotomy may be required. 
(i) Caesarean section is the only method of delivery in very 
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advanced cases or when the other methods have failed, 
and there may be great difficulty in delivering the child 
even by this procedure, as in the cases reported by 
Holland!* and Sinnetamby.”* 


SPASMODIC CONTRACTION OF THE CERVIX. 

When that part of the uterus below the presenting part is in a 
condition of maintained contraction, a form of achalasia, the con- 
dition is known as spasmodic contraction of the cervix. It is one of 
the various forms of nervous incoordinations. 

According to the strength of the contraction, Berkeley and 
Bonney*4 have divided it clinically into two types, Simple or 
Common when it responds to hot vaginal douche and adminis- 
tration of chloral; and Rare and Severe, when all ordinary mea- 
sures fail to deliver and it may be necessary to incise the cervix. 


Dysmenorrhea due to incoordinated action of the ulerine mus- 
culature. 

I have seen a few cases in which dysmenorrhoea was associated 
with asthmatic attacks. Asthmatic patients are generally vago- 
tonic. This suggests that the dysmenorrhoea may be due to 
increased irritability of the parasympathetic nervous system caus- 
ing over activity of the circular musculature of the uterus and 
thereby interfering with the free flow of the menstrual lochia. 

Certain cases of dysmenorrhoea are benefitted by injections 
of atropine (“Solomons”), and such may owe their pathogenicity 
to an incoordination between the antagonistic neuromuscular 
systems. 

ARRHYTHMIA OF THE UTERUS. 

It appears to me that there is a definite group of cases which 
are now included in ‘‘Primary uterine inertia’? in which the 
irregularity of the pains or the inability of the uterus to effect 
delivery is due to incoordination between the two groups of mus- 
culature. That the origin is in the nervous mechanism appears 
from the fact that the muscle itself is not in a state of inertia. The 
fibres are contracting and the patient experiences pain. When 
the contractions are more forcible and both sets of muscle fibres 
are contracting fairly vigorously, we have the condition which has 
been described by some authors as the Colicky Uterus. A still 
further stage of this form of contraction has been designated as 
the Irritated or Generally Contracted Uterus. The last condition 
is quite different from “‘tonic contraction’’ of the uterus, which is 
generally due to some obstruction, and associated with thinning 
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of the lower uterine segment and other signs of threatened rupture 
of the uterus. 

An idea of this particular form of primary uterine inertia may 
be gained from the following extract from the Rotunda Hospital 
report by FitzGibbon.?° ‘‘Labour appears to start and the uterus 
takes on a_ general increase of tone, small intermittent contrac- 
tions occur and can be stimulated but never increase in force. 
The presenting part fits normally into the brim often low down, 
and there is no evidence of disproportion. . . . The ordinary 
inertia case resumes good labour after a rest obtained by morphia, 
and often completes delivery spontaneously, but these obstinate 
cases fail to resume labour, the membranes appear to rupture by 
a process of attrition and the liquor amnii leaks away ,but never 
comes away in the characteristic first gush. The cervix may 
dilate a little further or remain unaltered, while the uterus remains 
in an increased tone without proper labour contractions.”’ 

This form of primary uterine inertia is far more common in a 
first pregnancy. The contraction ring is commoner in later preg- 
nancies. The association of primary uterine inertia with a con- 
traction ring has been noticed by White and Holzberg, who 
consider it as one of the etiological factors in the production of 
the ring. One of the cases reported by Willett and one reported 
by Green Armytage and one in this series, show this fact. In 
one of Sinnetamby’s cases, the patient apparently had this form 
of irregularity in the first pregnancy and in the second developed 
a contraction ring. Blacker?’ lays stress on the association of 
uterine inertia with trismus of the cervix. In certain cases of this 
particular form of primary uterine inertia, which it is better to 
designate as arrhythmia, it is very difficult to differentiate from 
spasmodic contraction of the cervix. As a matter of fact the two 
conditions often co-exist and one merges into the other. It is 
quite simple to realize that the condition of arrythymia may very 
“asily pass into that of achalasia if and when the circular muscle 
fibres become a litthe more over active. If it could be proved that 
the circular muscle fibres are supplied by the parasympathetic, 
it might be concluded that these patients are parasympathicotonic, 
otherwise known as vagotonic. 


TREATMENT. 

Prophylactic. “Tf a woman suffers from uterine inertia she 
not infrequently suffers from the same in subsequent confine- 
ments,’’ (Blair Bell?*), It appears that in the cases belonging to 
this class, the inertia is due to arrhythmia. Blair Bell recom- 
mends a course of calcium and pituitrin. He gives calcium in 
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the belief that it acts as a pressor substance and stimulates the 
uterus. It is more likely that it acts after on the parasympathetic 
nervous system, causing inhibition of the circular muscle fibres 
and stimulation of the longitudinal ones. Pituitrin has a syner- 
getic action also which by stimulating the sympathetic, causes con- 
traction of the longitudinal muscle fibres and relaxation of the 
circular ones. 

It is not necessary to describe here the treatment of primary 
uterine inertia, but cases which are due to arrhythmia may be 
treated by injection of pituitrin and calcium. Collosol calcium 
may be used intravenously. Atropine should be given when the 
patient is in labour. 

It may be argued that calcium increases the contractile power 
of plain muscle: It has been shown that this characteristic tonic 
effect is possessed to a greater extent by strontium. If to Ringer’s 
solution containing an amount of strontium, sufficient to give a 
marked prolongation of heart beat, there be added the proper 
amount of calcium salt, the beat returns to normal rhythm. This 
shows that calcium can produce relaxation of plain muscle when it 
was previously in an over irritable state (Bayliss?9). 

I beg to express my thanks to Dr. Bethel Solomons, Master 
of the Rotunda for his kind assistance, and the facilities he afforded 
me when working in the Rotunda Hospital, Dublin. 
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Chronic Nephritis, Accidental Hemorrhage 
and Eclampsia. 


By R. H. Paramore, M.D. (Lond.), F.R.C.S. (Eng). 
Hon. Gynecologist, Hospital St. Cross, Rugby. 


ACCIDENTAL HH] 42MORRHAGE, 


Argument— 


Accidental haemorrhage is generally attributed to a toxemia. The 
author considers that this view is wrong. He reviews the litera- 
ture briefly, and points out fallacies in reasoning and deductions. 
He believes the rupture of placental sinuses is produced mec- 
hanically, and that all the consequences of accidental haemorrhage 
are due to the bleeding. The factors in play are the general (aortic) 
blood-pressure, the pressure of the blood in the placental sinuses, 
and the pressure of the liquor amnii. He outlined his conception 
at Manchester (1927).24_. The argument boils down to a consider- 
ation of the placental circulation and of the factors causing vari- 
ations in that circulation. Here the subject is introduced, and an 
argument developed from the general point of view which indicates 
that neither accidental haemorrhage nor eclampsia is due to a 
specific toxemia. When accidental hemorrhage occurs in toxeemic 
states, it is not the toxzemia which causes the rupture of the pla- 
cental sinuses, but the raised blood-pressure. 


INTRODUCTION : ACCIDENTAL TL42MORRHAGE AND THE PREG- 
NANCY TOXAEMIA. 

The effect of chronic nephritis on the uterine contents leads us 
naturally to accidental hemorrhage, for accidental haemorrhage, 
however it affects the woman, is simply a haemorrhagic state of the 
ovum on the grand scale. And there are other affinities. Thus, 
accidental haemorrhage occurs in women the subject of chronic 
nephritis; indeed, according to some, chronic nephritis, in some 


degree or other, is always the cause of accidental haemorrhage. 
In chronic nephritis the systemic blood-pressure is raised, and 
just as in early pregnancy a hemorrhage about the chorionic villi 


from this cause may occur, so late in pregnancy may the walls of 
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the placental sinuses give way. But in many cases of accidental 
hemorrhage there is no reason to suppose that a_ preceding 
renal aberration existed, not only may albuminuria be absent, but 
the patient presents none of the appearances of any toxemia. Such 
cases usually arise in delicate women near term, and commonly 
the patients are multipare. 

AA case occurred before my eyes. The patient, a thin young 
woman, about five feet tall, with two children, had already been 
treated for general visceroptosis and asthenia. The right kidney 
had been stitched up (1924), a levator plastic operation performed 
(1925), and the stretched linea alba removed and the recti brought 
together (Feb. 1, 1926). On her discharge after that operation, 
the patient weighed six stones and eight pounds, and her general 
condition was much improved. Shortly after her return home, 
she became pregnant, and in November, 1926, being seven months 
gone, was admitted because it was thought labour was imminent. 
On December 22nd, she was re-admitted for the same reason—it 


having been stated that the membranes had ruptured. But 
this was an error. The patient presented no sign of labour, and 
none of toxemia. Her general condition was fair, but the weak- 
ness of the flank muscles, made worse by the pregnancy, was 
manifest. At first she was kept in bed, but later allowed to get 


up and do light work in the ward. On January roth, 1927, at 
midnight severe bleeding began. Next morning at seven, she was 
much worse. Czesarean hysterectomy was performed. The child 
was dead. Convalescence was marred by headaches and depres- 
sion, from which, however, the patient completely recovered. On 
May 31st, she looked well and said she felt well. On August 2nd, 
1927, she was seen but not examined, she looked well, stated she 
was in the best of health and had gained two stones in weight. No 
albumin had ever been found in the urine. 

Such experiences must be common. Certainly the literature 
indicates that accidental haemorrhage, even of the concealed type, 
quite commonly occurs in women previously well. Goodell’ 
writing on concealed accidental hemorrhage, reporting a case of 
his own and adding 105 from the literature, does not ascribe the 
bleeding to a preceding state of ill-health. Though in some of 
these cases external bleeding occurred and even flooding—in 
27 per cent. (Holmes,!4)-—in the great majority, the bleeding was 
concealed. The great aetiological relationship, according to 
Goodell, is the number of confinements to which the woman has 
been subjected. And for Goodell, the great exciting cause is a 
disturbance produced by external or internal violence or even 
mevement, ‘The circumstances leading to detachment of the 
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placenta,’’ he says, ‘‘are various, [n 26 cases, probably from 
irregular uterine contractions, it occurred during the process of 
labour; 37 cases could be traced to external violence or undue 
exertion; in seven the causes were purely emotional; and ten took 
place during sleep, the patient being aroused by the attendant 
pain.’’ He gives the following as specified causes : blows received 
on the abdomen; missing a step; stepping over a gutter; lifting 
a pail of water; stooping over; falling down stairs; violent coitus. 
Thus, in 70 of his 106 cases, mechanical factors were in play— 
unless we exclude emotion, during which, however, the individual 
is not unmoved; while if movements during sleep or rest in bed, 
rather than purely chemical changes, were the cause, the number 
becomes 80—that is, 75 per cent. 

Holmes, analysing 200 cases, takes rather a_ different 
view: he regards a pathological state of the uterine mucosa—an 
endometritis—as the great cause of accidental haemorrhage. The 
reason seems to be that ‘‘multiparze are more prone to endometrial 
disease than primiparz, and ablatio placentz is more frequent in 
the former than latter.’’!4 Although allowing that falls, jars, blows, 
violent exercise including walking, running, lifting heavy weights, 
and coitus; mental perturbation, as fear, anger, sorrow, and even 
excessive joy, and also a short cord, ‘‘unquestionably”’ may and do 
have some influence in producing a separation of the placenta; he 
believed that these causes per se ‘‘have been grossly exaggerated 
by all writers on this subject.’ ‘‘The trivial accidents attributed 
to the causation are not worthy of consideration.’’ Even when 
injury is a cause, ‘‘some time usually intervenes’’ before the bleed- 
ing. The factors mentioned ‘‘are seldom of any consequence, 
unless there be a coincident pathologic change of the serotina’’— 
the accident thus being but contributory.' 

His opinion, founded apparently more on fantasy than fact, is 
not supported by the reports of his cases, which display a barren- 
ness of ‘‘coincident pathologic change of the serotina.’’ Holmes 
only found ‘“‘endometritis and decidual metritis’? given as the 
uterine change three times each; ‘‘scirrhus of the uterus, exudative 
myometritis, fatty degeneration of the decidua, 1 each.’’ ‘‘Kidney 
changes were noted 20 times. Placental changes were mentioned 
in connection with kidney lesions in g cases.’ The kidney changes 
were thought to act by inducing an endometritis—a conception 
presumably erroneous in view of the commonness of albuminuria 
in pregnancy, and the relative rarity of accidental hemorrhage. 
Moreover, if an endometritis is a predisposing cause of acci- 
dental haemorrhage, it apparently presents no sign whereby we 
can distinguish it clinically’ that is, whereby we can state whether 





Chronic Nephritis 295 


accidental hemorrhage is likely in any particular individual. The 
only indication is a weak abdomen: though not universal, this 
occurs so often as to possess some significance. Since in old and 
decrepit people, the state of weakness predisposes to fracture of the 
neck of the femur, perhaps in women who have borne many child- 
ren, the state of weakness of the ‘‘abdomen,’’ rather than an 
imaginary endometritis, may predispose to accidental hamorrhage. 
And possibly, just as a “‘trivial’’ movement—e.g., turning round 
rather abruptly while walking quietly in the garden may cause 
a fracture of the femur in the one case, so a trivial movement—e.g., 
turning round in bed— may cause a rupture of placental sinuses 
in the other. 

However this may be, it is at least clear that many of the patients 
in Holmes’ list, however weak, were in pretty good health up to 
the time of the bleeding. Thus trauma was said to be the cause in 
67 cases. Such a statement would not have been made if any patho- 
logical condition likely to induce bleeding had existed in those 
cases—trauma can be assumed as a cause only in women reasonably 
well. Holmes says: ‘‘In my collection 67 had an accident as the 
cause ; 27 had a pathological basis associated with accidents ; 6 were 
supposed to have been due to short cords.’’!4 That is, in 50 per 
cent. of his cases, mechanical factors of some sort were considered 
as the important or determining ones; and in many of the others, 
mechanical factors were not ruled out. 

Zweifel’s testimony,*! in spite of his dismissal of mechani- 
cal factors—since only one of his patients gave a history of trauma, 
of having fallen down stairs—also supports this conception. Of 
his 22 patients, all but one ‘‘were surprised by the bleeding when 
in a state of good health, a few even were in bed when the bleeding 
appeared.’* He also, as we shall see, came to regard an endo- 
metrial change as causal of accidental haemorrhage. 

Many of Whitridge Williams’*® patients, apparently, were 
also quite well. It is, however, difficult to substantiate the 
point: ‘in many instances an ante-partum examination was not 
possible, while in others it was made so long before the accident as 
to be devoid of significance.’’ Of his 40 patients, two died *‘a 
few minutes after Caesarean section, which was promptly performed 
after admission, and no urine could be obtained upon catheteri- 
sation, but in the remaining 38 patients more or less satisfactory 
observations were made.’’ He divides them into groups according 
to the presence or absence of post-partum) toxzemic symptoms 
(albuminuria). Tle says, ‘‘It seems fair to conclude that the women 
in the first group (no albumin 15 cases 40 per cent.) gave no 
evidence of suffering from any of the usual forms of toxzemia.’’ In 





296 Journal of Obstetrics and Gynecology 


the second group (a trace of albumin—14 cases), ‘‘such an associ- 
ation is debatable.’? Only in the last group, comprised of nine 
patients (26 per cent.) was marked albuminuria present: these 
‘‘were the most seriously ill of the series,’’ ... and ‘‘three of 
the patients presented indubitable evidence of toxzemic conditions 
preceding the accident.”’ 

The patient, the subject of his paper, was in the ninth month of 
her third pregnancy, “‘and in good condition.”’ ‘‘Eighteen days 
later,’’ she complained of weakness, and on admission was found 
to be suffering from concealed accidental hemorrhage. In another 
case cited (No. 13128), the woman was at term, and 30 hours before 
the accident, which was preceded by the onset of labour, the urine 
was free from albumin and the blood-pressure normal. It is reason- 
able to suppose that in both these patients, a toxzzmia was absent 
before the bleeding ; if this be disputed in the first case because ot 
the 18 days which had elapsed between the examination and the 
accident, it is supported by the post-mortem .. . ‘‘the findings in 
the two fatal cases, which came to autopsy,’’ . . . (of which the 
case referred to was one)... ‘“‘showed no anatomical signs of 
toxemia, and strangely enough, they were the two patients in 
whom no urine could be obtained upon catheterisation immediately 
before operation. The findings in one ...have ... been men- 
tioned* . . . in the other . . . nothing was found but signs of 
pronounced anemia.’’?° The opinion that both these patients who 
died were perfectly well before the accident seems justified. 

The same sort of evidence is obtained from other sources. The 
patient, whose case Goodell reported, was apparently well before 
the accident. A multipara at term, admitted because of previous 
difficult labours, passed six days in the ward ‘‘cheerfull.’’ 
doing light work ; and at one a.m. the following night was awakened 
by agonizing pain. It is true she had fallen down stairs the day 
before admission, and had since suffered from ‘‘a pain in her 
liver’’—but this is not evidence of a toxemia. In Richmond’s* 
case—also one of concealed accidental haemorrhage, indeed ot 
utero-placental apoplexy—the author, referring to the patient, 
says: ‘Down to 18 hours before I saw her, she had enjoyed good 
health and the urine had been free from albumin.’’ The obser- 
vations of Young?® are even more significant. ‘‘ In two of 
our cases,’’ says he, ‘‘an examination of the urine within a few 
hours of the bleeding was negative, whereas at a later examination 


*“Microscopic examination showed that the various organs were 
normal except for slight parenchymatous changes in the epithelium of 
the convoluted tubules of the kidneys, but there were no signs of advanceq 
toxeemia of pregnancy.” (26 p. 260). 
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an albuminuria was revealed.’’ MHewitt’s!® statement is final. 
‘The patient, according to her own account, and to the reports of 
her relations and friends, was often quite healthy until the onset 
of the bleeding.’’ The statement referred to concealed accidental 
hemorrhage of the worst type. 

But though many patients may have been quite well up to the 
accident, some have been otherwise. Some have presented ‘‘toxa- 
mic’’ manifestations—such as headache and malaise, oedema and 
albuminuria—prior to the bleeding. In some cases, such symptoms 
have been of short duration. In Oldfield’s!® case the pregnancy 
was uneventful until a few days before the sudden onset of the 
illness, when the patient had noticed transient swelling otf the 
feet and some abdominal pain. ‘‘She attached no importance to 
these symptoms and went about as usual, and was not seen until 
urgent abdominal pain began about 9.30 p.m. on June 16.’’ The 
patient was 38, married nine years, and expected her first confine- 
ment on August 8. In other cases, the toxzemic state has been of 
much longer duration, for instance, dating from a previous ‘‘toxz- 
mic’’ pregnancy—the sequence of eclampsia in one pregnancy and 
accidental hemorrhage in some subsequent one being not un- 
common (Young,*°; FitzGibbon,’). In the former type of case we 
have the development of the pre-eclamptic state, preceding and 
presumably predisposing to accidental hemorrhage; in the latter, 
we have chronic nephritis in play. 

According to de Lee!® accidental hemorrhage, ‘‘in reality 
is an abortion at or near term.’? Young? is of the same 
opinion. From his studies, Young infers ‘‘that accidental ha:mor- 
rhage is really to be looked upon as an abortion occurring in the 
later months, and that it is caused by the same factors : in the same 
pregnancy there may be a threatened abortion at an early stage 
and accidental hemorrhage at a later stage.’’°° | think these 
authors are right. The cause of abortion in chronic nephritis, as 
I have urged, is the raised blood-pressure ; if this is so, the cause 
of accidental haemorrhage in chronic nephritics is the result of the 
same pathological change—a raised blood-pressure. And since in 
the pre-eclamptic cases, the same _ pathological phenomenon 
becomes dominant, being, indeed, the sign of impending disaster 
(eclampsia), the imputation of accidental haemorrhage in such 
cases to this same cause seems warranted. If cerebral arteries are 
diseased, a raised blood-pressure may cause cerebral haemorrhage 
in the non-pregnant, and also in pregnancy.!’ Similarly, if the 
placental sinuses are insufficiently supported, relatively or abso- 
lutely, the same factor may cause accidental hemorrhage. 

It is curious that a raised blood-pressure does not seem to have 
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been considered as a cause of accidental hemorrhage. It is true 
that spiral arterioles intervene between the aorta and the placental 
sinuses, but there is reason to believe that the pressure of the 
blood in the latter channels varies with and depends, for one thing, 
on the blood-pressure in the aorta. The experimental work of 
Browne? seems to support this conception. Browne induced 
nephritis in pregnant rabbits by injecting oxalates, and then when 
the kidneys had become impaired, he injected more oxalates plus 
microorganisms and accidental hamorrhage resulted. He believed 
the injections acted simply by damaging the kidneys, not that 
they directly caused the bleeding. He thought the bleeding was 
caused by endogenous poisons held up in the blood because of 
the impaired renal activity--the endogenous poisons act directly 
on the decidua and uterine muscle, and by affecting them cause the 
bleeding. Ife showed that the kidneys were impaired by deter- 
mining the urea in the blood—which was greatly raised; but he 
omitted to consider whether any concomitant disturbance of the 
blood-pressure had been simultaneously produced. But to impute 
a laceration of the placental sinuses to toxins pure and simple, when 
these toxins are produced by a condition usually associated with 
a raised blood-pressure, does not seem sound logic. It is not 
unreasonable to suppose that besides the increase of urea in the 
blood, noxious nitrogenous bodies, the cause of an increased blood- 
pressure, were also produced in excess by the injections; and that 
the increased blood-pressure, rather than the toxins per se, was the 
cause of the bleeding. 

An increase of blood-pressure, however, cannot be supposed to 
be operative as a cause of accidental hzemorrhage in women who 
up to the attack are perfectly well. Moreover, the occurrence of 
a pre-eclamptic state and of eclampsia which occasionally follow on 
the heels of an accidental hemorrhage in such cases has to be 
explained. Thus has arisen a general muddle—-for we seem to have 
no universal cause. The imputation of the pre-eclamptic state to 
a ‘specific’? toxemia—-which Young even in 1927 repeats?°--and 
the association of accidental hemorrhage with this state, and 
especially the occurrence of utero-placental apoplexy, have naturally 
led to the conception that accidental hamorrhage, in some of the 
cases at least, is the expression of a toxzemia. The commonness of 
albuminuria in accidental hemorrhage has supported this con- 
ception. But opposed to this opinion is the fact that the ‘‘toxeemia”’ 
of pregnancy is more common in primigravide, accidental hamor- 
rhage more common in multiparee. The incidence indicates that 
if accidental hemorrhage is the expression of a toxemia, the 
toxzemia is very different from the ordinary toxeemia of pregnancy 
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(Briggs,!). The toxzemia, as Eden® suggested, may be of a special 
Kind, but if so, how can it occasion eclampsia ? Are we to suppose 
that a toxin, specific for accidental haemorrhage, car engender, the 
reputed ‘‘specific’’ toxin of eclampsia; or that accidental heemorr- 
hage itself, in some way, by its effects or concomitants, can produce 
a specific toxin reputed to cause eclampsia ? Such suppositions are 
supported neither by analogy nor inference. Young’s concep- 
tion®®.2° that it is the placental change which causes eclampsia is 
put out of court by many considerations, for instance, by the 
commonness of placental infarcts without ‘‘toxezemia’’ and_ the 
occurrence of marked toxemia, even fulminating eclampsia, with 
out apparent placental change. Young's explanation of this latter 

that it is due to the rapidity with which the disease occurs—in 
my opinion, is not valid. The placenta is not an organ related 
with the maternal metabolism: it does not play the same part as 
the maternal liver and kidneys play in the maternal metabolism. 
Placental inactivity or degeneration (without structural change) 
does not affect the maternal machine as inactivity or degeneration 
(without structural change) of the maternal liver and kidneys 
affects this machine. 

The plea that placenta praevia is occasionally associated with 
albuminuria or even toxzemic manifestations does not show that 
placental degeneration is the cause of albuminuria or of a serious 
and important toxzemia, as Young asserts ;°° or that the bleeding in 


placenta previa is or may be of toxzemic origin, an assumption 
which Browne* regards as justifiable. The albuminuria in these 
cases may be caused by distension of the uterus and the concomi- 


tant rise of intra-abdominal pressure, as in cases of concealed 
accidental haemorrhage with the placenta normally situated—for 
occasionally, in placenta previa, the bleeding to a large extent is 
concealed (Holland,'? Browne,t Swayne,” Williamson.?’). It is 
plain that the causes which determine bleeding when the placenta 
is normally situated may do so when the placenta is praevia. 
According to Johnstone,'® “‘many cases of haemorrhage associated 
with placenta prrevia which occurred at or about the seventh month 
could not reasonably be explained by any expansion of the lower 
uterine segment. ... he had always thought that these cases 
were really to be classed as accidental haemorrhages occurring in a 
placenta which was anatomically previa.’’!5 There is also the 
wonder whether in other cases when albuminuria is discovered, it 
may not be due to obstruction of the ureters. Obviously, if the 
placenta occupies the lower uterine segment, and a leg of the child 
is brought down and a weight is attached to it, a temporary obstruc- 
tion of both ureters, with a resulting albuminuria may be induced. 
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However this may be, the inference from the incidence of these two 
separate states—accidental hemorrhage and pre-eclampsia—which 
clearly under certain conditions tend to induce each other, is that 
the reputed cause of the one is not the reputed cause of the other, 
and does not cause that cause. The conclusion from this argument 
is that it is the effect of the one state (not its cause) which tends to 
induce the other state ; it is the high blood-pressure of pre-eclampsia 
which tends to cause accidental hemorrhage; it is the effect of acci- 
dental haemorrhage in some cases on the woman (the increased 
intra-abdominal pressure—not a placental change) which at times 
in such cases produces pre-eclampsia or eclampsia. 

Such an argument does not show that accidental hemorrhage 
in the non-nephritic cases, without high blood-pressure, is not due 
to a toxin— the alternative to Eden’s idea: but it may well be that 
there is no toxin causing accidental hemorrhage even in these 
cases. And that this is so is indicated by several considerations. 
In the first place, the pre-eclamptic state itself, followed as it may 
be by eclampsia, is not due to a specific or any other kind of 
toxzmia—it is due to a visceral impairment which is primary and 
the cause of all the clinical and pathological manifestations— 
including the fits. In the second place, accidental haemorrhage 
quite commonly occurs in women who up to the moment of the 
attack are perfectly well, and who throughout the illness may 
remain perfectly well—except in so far as the blood lost may effect 
them. Thus, it is stated that accidental haemorrhage occurs from 
emotion, from fright, from mental stress—-which according to 
Dawson® is associated with hyperpiesis. |The accident—for it 
is an accident—may occur at term and the child be found well 
developed, even in cases of utero-placental apoplexy. In Whitridge 
Williams’ case, the child weighed 3020 gms.: it is not always 
small as FitzGibbon states.’ This puts out of court all toxamic 
states of the blood and all visceral diseases as a precursor of acci- 
dental hzmorrhage.”° 

In the next place, accidental haemorrhage, though it may recur 
in a subsequent pregnancy, very often does not. While return 
cases of eclampsia are not uncommon (Young*®), in accidental 
haemorrhage, a corresponding sequence is not stressed by obser- 
vers, on the other hand it is opposed (Malan!*). If accidental 
hzemorrhage per se is due to a toxin, comparable with the reputed 
toxin of eclampsia, the toxzemia or the concomitant visceral state 
should tend to persist and the bleeding to recur in subsequent 
pregnancies—that was not Malan’s experience.4% Accidental 
hemorrhage should behave in this respect like eclampsia, and tend 
to leave its mark on the viscera, When accidental hemorrhage 
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occurs in a woman, perfectly well up to the time of the bleeding, 
and causes eclampsia, the visceral lesions are slight and acute. If the 
patient recovers, the viscera recover, for the disease from its nature 
is brief. In other cases, the visceral mark is simply one of anzemia, 
general to the system. Only in cases in which chronic nephritis is 
present and has caused the accidental haemorrhage does the renal 
state persist. Only if a pre-eclampsia has occasioned the bleeding, 
just in so far as the pre-eclamptic state has been in being, just 
in so far may a visceral impairment persist as in cases of pre- 
eclampsia uncomplicated by bleeding (Harris®). | Cases even of 
utero-placental apoplexy, reputed to be evidence par excellence of a 
toxemia, have been followed by natural pregnancies and labours 
at term, without any unnatural bleeding and the birth of well de- 
veloped children, perfectly well (Eardley Hollands). 

The repetition of the so-called ‘‘pregnancy toxzmia’’*® in this 
respect is especially interesting ; it indicates the visceral basis of 
the disease, the effect of visceral lesions in the aetiology of acciden- 
tal hemorrhage and the effect of accidental haemorrhage at times 
on the viscera. Sometimes it happens that in two successive preg- 
nancies, albuminuria may exist, but be absent in between (Riviére) : 
at other times, a pregnancy toxemia may result in persistent 
albuminuria (Harris®). The persistence of the renal change points 
to the dependence of pre-eclampsia on a visceral disability which 
may end in a structural change or lesion. The idea that the pre- 
eclampsia causes the nephritis is erroneous: the very common 
occurrence of albuminuria in pregnancy without pre-eclampsia (or 
symptom or other sign of a toxemia) and its exaggeration in pre- 
eclampsia, combined with the much more significant change— 
oliguria—which synchronously occurs, indicates that the visceral 
disability is primary. It is clear that pregnancy, as the result ot 
certain physical conditions, may affect the viscera pathologically. 
Not all cases of persistent albuminuria after pregnancy occur in 
women in whom a scarlatinal or other nephritis developed long or 
shortly before the toxeemic pregnancy. That chronic nephritis may 
occur as a result of pregnancy and of pregnancy alone must be 
admitted. 

Much more does the recurrence of a pregnancy toxzmia indicate 
a visceral basis for the disease. Especially is this sé in cases in 
which albuminuria persists from a preceding pregnancy. It can 
be quite truly stated that if in the subsequent pregnancy, the 
viscera had been normal and remained normal, the ‘“‘toxzemia’’ 
would not have developed. Indeed, we know quite well that very 
often the toxzemia does not recur in any subsequent pregnancy. 
So much has this been stressed that it has been imagined that 
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eclampsia produces an immunity against subsequent toxamic 
pregnancies. but if the viscera remain affected and further preg- 
nancies occur, the renal pathological state, which each pregnancy 
exaggerates, advances. In such cases, it is not surprising that 
ultimateiy a raised blood-pressure should ensue and that this 
should determine in some subsequent pregnancy accidental 
hemorrhage. It is not surprising that eclampsia in one pregnancy 
should be iollowed by accidental hemorrhage in the next. Fitz- 
Gibbon recalls three cases with a history of eclampsia in a first 
pregnancy and accidental hemorrhage in the second or third 
pregnancy. He has recorded a case with eclampsia combined with 
accidental hamorrhage in the second, third, and fourth pregnancies 
and accidental hamorrhage in the fifth, each time occurring pro- 
gressively earlier. He believes—and with reason— that severe 
toxwmia without eclampsia, such as calls for the termination of a 
pregnancy, is an even more potent cause than is eclampsia of 
accidental haemorrhage in a subsequent pregnancy. 

But the inverse sequence is not found 








eclampsia, apart from 
another accidental hemorrhage, does not tend to occur in women, 
otherwise well, who have suffered from an accidental hamorrhage 
in some preceding pregnancy. It would only be likely to do so if 
twin pregnancy, hydramnios, hydatidiform mole, or concealed acci- 
dental haeemorrhage—all of which have the pecularity that the uterus 
is larger than it should be for the time of pregnancy—occurred. 
Ikven a severe toxemia without eclampsia does not occur in such 
a case, unless the bleeding recur, and unless the blood be pent 
within the uterus. The reason is that accidental hamorrhage per 
se does not tend to affect the viscera or leave them disabled by 
structural change. When the bleeding is external and free, it 
would be strange if it did. Venesection, as a treatment for eclamp- 
sia, acts only by affecting the blood flow through the viscera — it 
does not act by removing a poison; and venesection may quite 
reasonably be regarded as a prophylactic, acting in the same way. 
Hlow, then, with bleeding can eclampsia occur? It can make no 
difference whether the blood comes from the median basilic vein or 
from placental sinuses. The occurrence of eclampsia on the heels 
of an accidental hamorrhage itself shows that there is something 
peculiar about this bleeding. Only when the blood is not lost to 
the system (as shown by the effect on the pulse-rate), only when the 
blood remains pent within the uterus and thus affects the whole 
body of the woman, only then is eclampsia likely. 

We shall come to the cause of the bleeding in women apparently 
well without high blood-pressure, without pre-eclampsia, without 


chronic nephritis. Elere it is to be noticed that the sequence 
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accidental haemorrhage -— pre-eclampsia 
(or eclampsia) 
and the sequence 


pre-eclampsia -s accidental hemorrhage, 


from the aetiological point of view, are different, though the end 
picture of the two sequences may be the same. A scrutiny of both 
shows that neither for the pre-eclampsia in the first case, nor tor 
the bleeding in the second, is the postulation of a preceding toxz- 
mia, the play of a specific toxin, necessary. In the first case, the 
pre-eclampsia is produced just in the same way, by just the same 
mechanism, as it is produced in other cases without intra-uterine 
bleeding—for instance, by the wearing of tight corsets, combined 
with hard work, or by hydramnios under similar conditions. In 
the latter case the high blood-pressure of the woman is the deter- 
minant of the bleeding. The very reasonable conclusion—in fact, 
the only conclusion is that the converse holds; that the accidental 
hemorrhage in the first sequence, and the pre-eclampsia in the 
second, are not due to any toxemia. The permutation of the factors 
referred to explains the various results met clinically. For example, 
a chronic nephritis, instead of ending in the nephritic toxemia, 
may induce a genuine eclampsia. If a woman with chronic neph- 
ritis becomes pregnant and accidental hemorrhage occurs, if the 
blood cannot escape from the uterus and the uterus thus becomes 
distended and the pressure within the abdomen rises, an undue 
compression of the liver becomes operative, and eclampsia as a 
complication of the bleeding is explained. It the bleeding ts 
external and free, the uterus does not become distended and the 
liver remains unaffected, eclampsia not occurring. Thus it ts that 
an accidental haemorrhage may be unassociated with “toxcemia’’ 
in one pregnancy, while in a succeeding pregnaney with another 
accidental hamorrhage a ‘toxemia’? may arise. 

The imputation of a toxemia, as the underlying cause of all the 
troubles of pregnancy, however, is very deep-rooted ; and it ts not 
surprising that accidental haemorrhage should be attributed to such 
acause. And in truth there is some reason for thinking otf such a 
cause when we see a woman, up to the bleeding perfectly well, 
suddenly develop symptoms attributable by everyone to a toxemia 

headache, malaise, vomiting, albuminuria and even convulsions. 
The state of the uterus the so-called utero-placental apoplexy 
supports the conception, But the occurrence of accidental haemorr- 
hage in women who present none of these symptoms is discon- 
certing; and the existence of such, by some authors at least, ts 


admitted. Two schools have arisen. The one believes that there 
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are two types of accidental hemorrhage, the one type is simple, due 
perhaps to trauma, and is unassociated with any toxemia ; the other 
ty pe is toxzemic from the start, the uterus is haemorrhagic, and there 
are other changes (Portes*?; FitzGibbon’). The other school be- 
lieves that all accidental haemorrhages are essentially toxzemic, and 
here again there are two divisions. Some believe the toxzemia is due 
to renal changes (Browne,*), others attribute it to the appearance 
of some subtle poison in the blood, apparently independent of the 
renal condition and even causing the renal aberration (Hofbauer"). 

The latter view seems to have been largely adopted. 
The apparent dependence of accidental hamorrhage on chronic 
nephritis, its appearance in the pre-eclamptic state, and especially 
the development in other cases of toxazmic symptoms secondary to 
the uterine disaster, seem to have obscured the very existence and 
the significance, of accidental hemorrhage in women who are 
apparently well and who throughout the illness present no sign of 
any toxemia. Even authors who recognize the occurrence of these 
cases refuse to admit their elemental relationship with the others. 
The toxzemic and the non-toxzmic cases have been regarded as 
types of two different diseases. But as Holmes truly pointed out, 
the ‘‘concealed cases’’ do not comprise the ‘‘whole subject’’ : they 
are not in a separate category, possessing a different aetiology. 
Others have supposed that the complex explains the simple, instead 
of the other way round. Since the toxzemic cases are evidently due 
to a toxeemia, the simple cases——it is argued—must also be due to 
a toxemia. Hence the conception that an ill-defined nephritis or 
some subtle blood change must explain an accidental hamorrhage 
in women who before the accident were apparently quite well. 
“Toxemia of pregnancy,’’ it is stated, ‘Sis very frequently associ- 
ated with the condition (the bleeding) and, as we all know, is 
undoubtedly one of the chief causes’’ (Broadhead?). The truth is 
we do not know this, we only suppose it, and we only suppose it 
because for the moment we see no other explanation. 

In this paper another explanation is expounded. It is based on 
the conception that the simple, which always precedes in time the 
complex, must always explain it. Concealed accidental he- 
morrhage is complex because the blood becomes pent in the uterus, 
only in this does it differ from simple accidental hemorrhage. The 
failure of the blood to escape through the cervix, causes the com- 
plexity. If the bleeding is little (retro-placental haematoma), it may 
matter little, but if the bleeding is continuous, it may matter much. 
The pathological state of the uterus described as utero-placental 
apoplexy arises from this cause, and—as we have indicated—many 
other secondary phenomena. 


Chronic Nephritis 
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Latent Sepsis in Pregnancy Toxezmia. 


By Frances Ivens, M.S., M.B. (Lond.), Ch.M. (Liverpool). 


Hon. Gynecological Surgeon, Stanley Hospital, Liverpool; Hon. 
Obstetric Surgeon, Maternity Hospital, Liverpool. 


IN a paper read before the London Association of Medical Women 
in February 1925 and published later in the British Medical 
Journal,'! | drew attention to the association of latent autogenous 
infection with the albuminuria of pregnancy. | pointed out that 
the organisms responsible for the condition might not infrequently 
be demonstrated by bacteriological investigation of the urine. i 


also expressed the view that albuminuria during pregnaney was an 


indication for the bacteriological examination of the urine, even 
in the absence of urinary symptoms. 

The toxzemias of pregnancy, namely, oedema, albuminuria, 
hyperemesis, accidental haemorrhage, jaundice and eclampsia, are 
closely allied. Not infrequently in the same case there is present 
a combination of these conditions, either in the same or in 
succeeding pregnancies.?, One would therefore expect a common 
factor to be present in all, and a bacterial one appears to be the 
most probable. 

It occurred to me that if organisms were circulating in the body 
in these toxeemias one would expect to find them excreted in the 
urine. I have therefore, whenever it was possible, had a bacterio- 
logical examination made, as | was rather disappointed with the 
results of bio-chemical investigations in toxaemic cases. 


Class A. 


Albuminuria and oedema are often found together, and | have 
collected about 13 cases which have been under treatment in the 
Liverpool Maternity Home during the last two vears. In all these 
cases a bacteriological investigation of the urine showed the pre- 
sence of an organism, whereas in many healthy women when for 
some reason or other a similar examination of the urine was mace, 
a negative result was obtained. 
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Symptoms 


Urine 





Result 





2 grav. 


Priimi- 
grav. 


Primi- 
grav. 


3 grav. 


Primi- 
grav. 


Primi- 
grav. 


Primi- 
grav. 


3 grav. 


Primi 
grav. 
Priimi- 
grav. 


Primi 
grav. 


2 grav. 


Primi 
grav. 


Operations for 
appendicitis and 
retroversion. 


No previous 
illness. 


No previous 
illness. 


No previous 
illness. 
No previous 
illness. 


No previous 
illness. 


No previous 
illness. 


No previous 
illness. 


No previous 
illness. 
No previous 
illness. 


No previous 
illness. 


Previous history 


of albuminuria. 


No previous 
illness. 


(Edema and 
albuminuria at 
35 weeks. 


Pus cells, 


organisms. 
Qideima at 
32 weeks. 


isms. 
Qidema head- 


Qidema at 

36 weeks. 
Albuminuria at 
38 weeks. 


isms. 


Albuminuria at Albuminuria, coli- 


form organisms 


39 weeks. 


(idema at 
37th week. 


Coliform 
organisms, 


Qdema at 
38th week. coliform 


organisms. 


Albuminuria at Coliform 
39th week. 


organisms. 
(Edema at Pus and 
36 weeks. B. coli. 
Qidema and Coliform 
albuminuria at organisms. 


39th week. 
(Edema and 
albuminuria at 
36th week. 


Pus and 
coliform 


(Hdema of feet 
legs and abdo- 
men at 36 weeks organisms. 
vomiting. 


Albuminuria, 


red blood cor- 
puscles, numer- 
ous coliform 


Albuminuria, 

red blood cor- 
puscles, casts and 
coliform organ- 


Red blood cor- 
ache and vomit- puscles and coli- 
ing at 39 weeks.form organisms. 


Pus cells and coli- 
form organisms. 


Pus, blood and 
coliform organ- 


Albuminuria and 


organisms. 


i} gram albu- 
minuria, coliform 


Normal delivery 
at term. 


Delivered of 8 
months macer- 
ated foetus. 


Normal delivery. 


Normal delivery. 


Normal delivery, 
followed by right 
pyelonephritis. 


Normal delivery. 
Baby had septic 

bleb on abdomen 
Prolonged labour, 
and post-partum 
hzemorrhage. 


Normal delivery. 
Premature rup- 
ture of 
membranes. 


Normal delivery. 


Caesarean section 
for post-maturity 
after 64 hours in 
labour. 


Normal delivery. 


Slight ante- 
partum heemorr- 
hage. Normal 
delivery. 
Forceps 
delivery. 
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In all these cases it was possible to demonstrate the presence in 
the urine of coliform organisms, usually associated with pus, some- 
times with blood. The patients were treated in the Maternity Home 
by rest in bed, rectal salines, calomei and saline purgatives and 
potassium citrate in large doses. In only one case, in which the 
patient was unfortunately allowed to go home betore delivery, did 
the child perish.* 

In connexion with this subject, Dr. Cantrell reported to me 21 
antenatal cases in Crofton Hospital, in which the bacteriological 
investigations were made by Mrs. Barton Hall. 

Of 21 cases investigated the urine in one case was sterile and 
in 11 contained staphylococcus albus only. These cases did not 
present any symptoms except debility. Of the remaining nine 
the urine of seven contained B. coli, associated with pus in five 
cases. The history of these five cases is interesting : 

Case 1. Hyperemesis. 

Case 2. Hyperemesis>abortion>phlebitis. 
Case 3. Pyelitis. 

Case 4. Pyelitis and cystitis. 

Case 5. Cystitis. 

In the two cases in which coliform organisms were present 
unassociated with pus, hyperemesis occurred, followed in one case 
by puerperal morbidity. 

In the remaining two cases non-hemolytic streptococci were 
present. One of these patients aborted; the other had had ante- 
partum hemorrhage during her last confinement, which was fol- 
lowed by pelvic abscess and pyelo-nephritis, and her pus and urine 
then contained streptococci and B. coli. She is now seven months 
pregnant, is under observation, and has marked pyorrhoea. Her 
urine still contains many streptococci and a few coliform organisms. 


Class B. 


Pernicious vomiting. The condition of the urine in pernicious 
vomiting has been investigated in several cases. 


Case 1. A very intractable case was admitted to the Liverpool 
Maternity Hospital. 
Of ¢ 


The patient was a primigravida, 20 years 
ige, about 20 weeks pregnant. She was suffering from hyper- 
emesis on admission, and was very seriously ill. The pulse-rate 
was 120, temperature 101.2 degrees, and the vomiting was incessant. 
The urine contained albumin, red blood cells, degenerated pus cells 
and motile bacilli, and in addition there was an abscess of Skene’s 


* See Case No. 2 on page 308. 
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oland, which was opened and drained. From the pus a pure 
culture of bacillus coli was grown. No Neisser organisms were 
found in either vaginal, cervical or urethral discharge. The pulse- 
rate went up to 130. The patient was also slightly jaundiced and 
emaciated. Rectal salines were administered and potassium citrate 
was given in large doses. She was sent to the Convalescent Hospital 
where, after a fortnight’s treatment, the condition became slightly 
better, but the vomiting was still incessant. 10 c.c. anticoli serum 
were given. Three weeks after treatment a premature infant was 
born, which lived 16 hours. The vomiting still continued, with 
raised pulse-rate and temperature, in spite of active treatment. A 
vaccine was prepared, and the patient ultimately recovered after 
three months’ treatment. Throughout, her urine was swarming 
with coliform organisms. On discharge her urine was practically 
normal, only an occasional bacillus being present, and the patient’s 
veneral condition was excellent. 

In this case it is probable that the organisms were proliferating 
not only in the urinary system, but in the utero-placental tissues 
and bile passages. A blood culture was negative. 

I think it would have been necessary to induce premature labour 
if this had not taken place. 


Case 2. (1924), Mrs. S. had vomited during the whole course 
of her first pregnancy. Her condition became very poor. She was 
jatindiced and began to vomit coffee-ground material. © Labour 
was induced and a living child was delivered with difficulty, as the 
pelvis was extremely small. Her urine contained coliform organ- 
isms, and the child died on the fourth day from meningitis. Post- 
mortem : there was no sign of injury to the head. 

This patient again became pregnant in 1925, and was quite well 
ior the first three months. She then began to vomit almost con- 
tinuously, was very constipated, and was admitted to hospital. In 
spite of the usual treatment the vomiting continued. Tler tempera- 
ture was og.8 and her pulse-rate 110. The vomiting became he- 
morrhagie, the patient was comatose, the pulse poor, and the urine 
contained acetone and diacetic acid, a trace of albumin, and coli- 
form organisms. [| thought her condition so serious that | per- 
formed Caesarean section, although the patient was only about 26 
weeks pregnant. On opening the abdomen the intestines were 
found to be collapsed and sticky. A child of 3 pounds was removed 
from the uterus, which was dark in colour. The uterus contracted 
up, but did not bleed. .\ 20 ounces subcutaneous saline was given 
during the operation, and a large rectal saline while the patient was 
in the Trendelenburg position, The pulse improved and vomiting 
cased very soon, The patient did well, 
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Class C. 
Jaundice. 


Case 1. Mrs. T., aged, 28, a 3-gravida, had not been well since 
the beginning of pregnancy. Vomiting, jaundice, dizziness and 
frequent ‘‘cold shivers’’ were present. 

On admission, when eight months pregnant, the patient iad 
retention of urine, vomiting, jaundice and itching of her whole 
body. The urine contained pus cells, bacillus coli and bile. 

On treatment with purgatives, potassium citrate and salines, 
nere was great improvement. Labour started with excessive bleed- 
ing. The infant was born jaundiced, but alive. Rigors and acute 
pain in the right side, perhaps due to pyelo-nephritis, tollowed 
delivery. A thickening of the right ureter was felt. Bile was 
present in the urine. Gradual improvement took place, and on 
discharge the patient’s colour was good and the urine was normal, 
no albumin, pus or organisms being present. 

In this case it is probable that coliform infection had extended 
to the bile ducts. The supposed secondary infection of the child 
was interesting. 


Hyperemesis and Jaundice. 

Case 2. Mrs. O.'B., aged 23, a 6-gravida, had always vomited 
severely during pregnancy. Five days before her expected con- 
finement she became very ill and began to vomit blood-stained 
material. When admitted she was jaundiced, smelling of acetone, 
flushed and restless. She was vomiting coffee ground material 
incessantly, and complained of pain in the chest. Hler tongue was 
brown, furred and dry, and she was coughing up vellowish sputum, 
Temperature 97 degrees, pulse-rate 120. Her urine contained 
albumin, acetone, bile, leucocvtes and a few coliform organisms. 
A blood culture was negative. 

There was a brown vaginal and urethral discharge, containing 
coliform organisms. The lie was oblique, and the umbilical cord 
was prolapsed. A macerated foetus was delivered by internal ver- 
sion. 10 ¢.c, antistreptococcal serum and rectal salines were given. 
The stool was blackish green in colour. The patient left the hos- 
pital in less than a fortnight’s time in good condition. 


Class Dp: 


Accidental hamorrhage. 

Case r. Mes. B., aged 24. One previous Cresarean section in 
1924, for contracted pelvis. Normal except for a trace of albumin 
in her urine, At that time the patient had a dental abscess, She 
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had vomiting and swelling of feet during her second pregnancy. 
Her appearance now was toxic. When the confinement was due, 
severe uterine hamorrhage occurred in the afternoon of April 28th, 
1926. At 4 p.m. the pulse-rate was 140. There was no dilatation of 
the cervical canal; the head was above the brim. Czesarean section 
was performed at 7.45 p.m. after the patient had been removed to 
the Stanley Hospital. There was blood-stained fluid in the peri- 
toneal cavity. The uterus was streaked with bluish black coloration 
in the upper part from hemorrhage into the wall. The liquor 
amnii was cloudy. A dead child was extracted. The placenta was 
completely separated and a very large clot was present. The 
uterus contracted well with pituitrin and ergotin. Anticoli and 
antistreptococcal serum were given subcutaneously, together with 
rectal salines. 

The urine contained a trace of albumin, coliform organisms and 
short-chained streptococci. From the placenta and clot coliform 
organisms were grown. 

On May 25th 1927 a third Czesarean section was performed. 
The patient appeared to be perfectly healthy and the urine was 
normal and culturally sterile. 


Case 2. Mrs. I., aged 26. Concealed accidental hemorrhage. 
Three normal deliveries previously. Patient was admitted at 
g.15 p.m. on August 8th., 1924, her abdomen was boardlike, her 
temperature g7 degrees, albumin was present in her urine; the 
cervix was hard and rigid, and there was no dilatation of the cervix. 
The pulse-rate became more frequent, and a Czesarean section was 
performed at 7.10 a.m.—a dead child was removed. There was 
extravasation of blood into the wall of the lower uterine segment, 
and the uterine wall was pale greyish blue in colour. 1 c.c, pituit- 
rin was given before the operation, and 1 c.c. of pituitrin and 1 c.c. 
of ergotin when the uterus was opened. Contraction of the uterus 
was fair. Rectal salines were given freely. The urine contained 
pus cells and coliform organisms. In December 1925 the patient 
was again admitted in premature labour. She was oedematous, 
and had been vomiting for five weeks. She delivered herself of a 
small dead child. The urine contained albumin, coliform organisms 
and streptococci. The placenta showed areas of white infarction 
and, on section, areas of round-celled infiltration. 


Case 3. Mrs. G., aged 36, 6-gravida, gave a history of bleeding 
and the passage of clots for a fortnight and of not being well during 
pregnancy. She had been vomiting for three months, and com- 
plained of scalding on micturition and pain in her right side. She 
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looked pallid and ill. The pulse-rate was 112, and temperature 
98 degrees. No foetal parts were palpable. A small piece of 
placenta was felt anteriorly (succenturiata). The patient’s con- 
dition became steadily worse, necessitating Czesarean section, 
which revealed an excess of liquor amnii and areas of discoloration 
in the uterine wall. A feeble female infant ( 4 pounds, 5 ounces) 
was delivered alive, but the skin of the legs and feet was macerated. 
20 c.c. of antistreptococcal serum were administered. The abdomen 
was drained. The mother was very seriously ill, the temperature 
rising to 104 degrees and the pulse-rate to 170. The child hal 
profuse hemorrhage from the nose and mouth and died deeply 
jaundiced on the fifth day. The mother gradually improved. He- 
molytic streptococci and staphylococci were found in the Czesarean 
wound, and non-hemolytic streptococci in the vaginal discharge. 
The urine contained a trace of albumin and staphylococci oniy. 


Case 4. Mrs. P., aged 41, 8-gravida with seven normal previous 
-deliveries. The patient was admitted at 8 a.m. almost moribund, 
after profuse hemorrhage during the night. No urine was obtain- 
able. With each pain bleeding continued, and the pulse became 
almost imperceptable. A subcutaneous saline injection and morphia 
were given and at 11.15 the patient was delivered by the forceps, 
after manual rectification of a posterior position. The uterus con- 
tracted feebly with pituitrin, but the patient died at 11.45 a.m. 
The foetus was macerated, and weighed 8 pounds 9 ounces. Cultures 
from the placental tissue grew coliform organisms and streptococci. 
At the post-mortem examination the uterus showed hamorrhagic 
mottling and blood extravasation in the parametrium,—the placen- 
tal site was covered with adherent clot. In this case no urine could 
be obtained for examination, as the bladder remained empty. 


Case 5. Mrs. B., a 7-gravida, at term was quite well until 3 a.m. 
on March 2ist, 1927, when she woke up complaining of abdominal 
pain. Nurse and doctor were called and morphia was administered 
She complained of severe pain and nausea, but did not vomit. 
Varicose ulcers were present on the right leg. On admission at 
5 p.m. the same day the patient presented a toxic appearance and 
was quite unconscious, the pulse-rate being 140 the temperature 
of g6 degrees, and the breathing stertorous. The uterus was hard ; 
no foetal heart was heard. The urine was solid with albumin. There 
was three fingers dilatation of the os. subcutaneous Saline was 
given and Cesarean section performed at 6 p.m. The uterus was 
discoloured. Blood-stained fluid was present in the peritoneal 
cavity, and subperitoneal haemorrhages were present. A large 
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quantity of dark retro-placental clot was present. A still-born male 
infant, 6 pounds 10 ounces was delivered. The placenta was 
detached ; the uterus, pale mauve green in colour, contracted very 
feebly. Death took place immediately after the close of the opera- 
tion. The urine contained granular casts and a mixed growth of 
staphylococcus albus and streptococci. The varicose ulcer con- 
tained staphylococcus albus, and the placenta staphylococcus albus 
and non-hamolytic streptococci. 
The pathological report by Professor Glynn and Miss Duvall 
is as follows :— 
Liver: Hyaline thrombi present where the red cells have 
conglutinated. 
Kidney : Hyaline thrombi associated with sharply defined areas 
of coagulation necrosis. There is also some chronic fibrosis. 
Uterine muscle stains badly from some form of vitreous degener- 
ation. Hzmorrhages are present, 
Right iliac gland double the normal size and showing an 
increased number of lymphocytes. 


I report these few cases in the hope that I may stimulate interest 
in the bacteriological investigation of the toxzemias of pregnancy ; 
it is important that such cases should be looked at from the stand- 
point of general pathology. The part played by autogenous in- 
fection is one of great interest and importance, especially when it is 
associated with trauma during delivery or a lowered resisting power 
during pregnancy or the puerperium. The newly formed and 
richly vascular tissues of the utero-placental areas present a most 
favourable site for the rapid multiplication of an organism, should a 
latent infection flare up and become active. 

It would be interesting to learn why the bacillus coli leaves its 
natural habital the intestine, and proliferates in the urinary system, 
causing cystitis and pvelo-nephritis. It is possible that the jaundice 
of pregnancy and even acute yellow atrophy are due to the spread- 
ing of this organism to the bile ducts and liver, and that it may also 
be responsible for the haemorrhagic vomit of the terminal stages of 
pernicious vomiting which so much resembles the vomiting seen in 
a bacillus coli septicemia. An organism may become more 
pathogenic when the immunity of the patient has been 
lowered by another infection, for instance, by the strepto- 
coccus in scarlet fever, or after influenza. It is necessary 
that, as far as possible, a full life history of these pat- 
tients should be obtained and evidence of foci of infection in the 
throat, gums, and antrum searched for. The interesting experi- 
mental investigation on the etiology of accidental hemorrhage by 
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Francis Browne, would indicate that the introduction of an organ- 
ism into the circulation produces accidental hemorrhage only in 
those cases in which the kidneys have been damaged and rendered 
incapable of excreting toxins which are held up in the circulation 
and by their noxious influence on the vessel walls, produce throm- 
bosis, infarction and hemorrhages. 

I am indebted to Professor Beattie, Dr. Ashcroft and Mrs. 
Barton Hall for the bacteriological reports on these cases. 
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A Case of Ruptured Ovarian Pregnancy. 


By E. W. Ricues, M.C., M.S., M.B. (Lond.), F.R.C.S., (Eng.), 
Surgical Registrar, The Middlesex Hospital, London. 

Ovarian pregnancy is a condition of sufficient rarity to justify 
the publication of this case. 

Lockyer, reviewing the literature from 1910 to 1917, found 
records of 22 genuine cases.!_ Prior to 1g10 there were recorded, 
according to a German estimate 33 cases, and according to an 
American estimate only 19. Since 1917 a further 2g cases have 
been described by various authors, making a total of 84 cases in 
all, if we accept the German estimate for the earlier years. 

Clinical History. 

This patient was admitted as a surgical ‘emergency to the Mid- 
dlesex Hospital on January 15th, 1928, under the care of Mr. A. E. 
Webb-Johnson. She was a woman of 34, married five years, with 
one child four years old, born at a normal labour; she had had no 
miscarriages. Her menstrual periods started at the age of 18 and 
since then have been quite regular. The periods occur every 28 days, 
and last five days; they always begin on a Tuesday, usually at 
11 a.m., and last until Saturday; on the third day (Thursday) she 
has considerable pain. 





Present Illness. 

About three months before admission the patient had an aching 
pain in the hypogastrium, and a slight pink slimy vaginal discharge 
with a few clots of blood. This came on about a week after her 
period and lasted for a few days. It recurred after the next period. 

The last period before admission started on January 3rd, 
1928; and lasted the usual five days, being normal in every 
way except that there was no pain on the third day. On the even- 
ing of January gth, 1928, the patient took two pills. On the 
following afternoon on lying down she was seized with severe and 
sudden pain in the hypogastrium, followed by vomiting (once). 
During the next four days the pain abated, but her friends re- 
marked on her considerable pallor; on the fifth day she felt worse 
again and vomited after breakfast. The pain in the lower abdomen 
becoming more severe after the bowels had been open, the patient 
returned to bed, and when she lay down the pain travelled up to 
the right shoulder (supra-spinous fossa) and to the back of the neck, 
and vomiting was repeated. The shoulder pain was so eased by 
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sitting up, that she sat in the ambulance in which she was brought 
to hospital that evening. 


State on Admission. 

The patient was pale, her visible mucous membranes being 
blanched. Temperature 98.4°, pulse rate 100, respiration rate 30. 
She was propped up in bed by several pillows and complained of 
generalized abdominal pain. As soon as the pillows were taken 
away and she lay down to be examined the patient had a severe 
attack of pain. This appeared to start in the right lower abdomen, 
but was quickly felt in the back of the right shoulder and neck, 
causing her to cry out, and she at once asked to be propped up 
again which had the effect of relieving her pain in a few minutes. 

The examination was thus rendered difficult, and was continued 
with the patient in a semi-recumbent position. 

The abdomen had a feeling of fulness; there was tenderness 
and increased resistance, rather more marked on the right side, and 
affecting both upper and lower quadrants. There were patches 
of dulness of irregular distribution, and some cutaneous hyperes- 
thesia on the right side. 

On vaginal examination a very tender boggy mass was felt in 
the pouch of Douglas. The cervix was large and irregular, but not 
appreciably softened; there was no vaginal hemorrhage. The 
breasts did not show any changes. 


Operation. - 

Immediate laparotomy was undertaken owing to the evidence 
of intra-abdominal hazmorrhage. 

The abdomen was opened through a right lower paramedian 
incision; when the peritoneum was opened blood stained fluid 
escaped, and the pelvis was found to be full of masses of dark clot 
and some fluid blood; about two pints in all were removed. The 
source of bleeding was found to be the left ovary, attached to which 
was a swelling the size of a walnut; blood was oozing from an 
erosion between the ovary and the swelling. The left Fallopian 
tube appeared normal, the uterus was enlarged to the size of a 
tennis ball, the right Fallopian tube was normal, and the right 
ovary was somewhat enlarged by the presence of several small 
cysts. 

The left ovary was removed, the Fallopian tube being left in situ, 
and the wound was closed without drainage. 


Description of Specimen. (Plates I and 11). 
The specimen consists of the left ovary, measuring 3 cms. X 2.5 
cms. x 1 cm. Dependent from its posterior border is a plum col- 
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oured oval mass, measuring 2.3 x 1.7 x 1 cm.; the junction between 
the ovary and the mass is deeply indented, and it was from this 
indentation that bleeding was occurring. 

On section the ovary shows a corpus luteum of pregnancy 
measuring 1.8x1.5 cm. The mass consists partly of blood clot, 
and partly of greyish tissue showing a central elongated cleft. 
Microscopically (Plate III). 

The ovary shows a fibrous stroma, embedded in which is a 
large corpus luteum composed of masses and rows of luteal cells 
converging on to a central fibrous core. There is also a smaller 
corpus luteum of older date now completely fibrous. 

The plum-coloured mass consists of blood clot and chorionic 
tissue. Well marked chorionic villi are present, with a central core 
of mesodermal cells and a surrounding trophoblast, with its inner 
cellular and outer syncytial layers. There are also collections of 
large ‘‘pseudo-decidual cells.” 

Progress After Operation. 

The temperature remained raised until the tenth day, by which 
time also the slight vaginal loss which had occurred since operation 
ceased. 


On the 12th day there was a sudden rise of temperature to 


101.4 F., preceded by a stabbing pain in the right side of the chest, 
and probably associated with a small pulmonary embolus. This, 
together with a discharging right ear, delayed convalescence so 
that the patient did not leave hospital until the 50th day after 
operation, when she was well. 

The blood count rose from 3,430,000 red blood cells and 50 per 
cent. hemoglobin on January 25th to 4,510,000 red blood cells and 
72 per cent. hemoglobin on February 25th. 

On January 31st, when the next menstrual period was due, there 
was a slight loss of blood; the following period started on March 
Ist, 1.e., two days late, and fasted five davs with no pain. 
Remarks. 

It is only in the minority of the recorded cases that an embryo 
has been found ; probably it escapes when rupture occurs and is lost 
in the general hemorrhagic effusion. It has however been stated 
that the following criteria must be fulfilled before the assumption 
of true ovarian pregnancy is made? :- 

1. The Fallopian tube must be intact. 

2. The foetal sac must be in the position of the ovary. 

3- The foetal sac must be connected to the uterus by the utero- 
ovarian ligament. 

4. Ovarian tissue must be found in the sac wall. 
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All these conditions are present in this case although ovarian 
tissue is only found on the attached side of the sac, which is on the 
surface of the ovary rather than in its substance. Presumably 
fertilization took place as the ovum was being extruded from the 
ruptured follicle. 

On the clinical side the symptoms and signs were sufficient to 
make the diagnosis of ruptured ectopic pregnancy tolerably certain, 
but the occurrence of a normal period starting only 12 days before 
admission was misleading. The tirst symptom of all, a slight 
blood-stained vaginal discharge, started three months previously, 
but no severe pain was felt until five davs before admission, and 
no shoulder pain until the day of admission, when bleeding had 
probably been taking place for at least five days. The nature and 
origin of this pain have been well reviewed by Cope* who contends 
that pain referred to the supraspinous region denotes irritation of 
the posterior part of the diaphragmatic peritoneum, while supracla- 
vicular pain occurs when the anterior part is involved. It was 
evident in this case that the blood travelled up the right para-colic 
gutter to the posterior part of the diaphragm ; the shifting character 
of thé pain and the ease with which it was relieved by the assump- 
tion of a sitting posture were remarkably well demonstrated. Its 
delayed onset may have been due to the amount of blood being 
insufficient to reach the diaphragm during the first few days, but it 
would appear more likely that some chemical or physical change 
takes place in the blood, such as the formation of hzemin crystals, 
which produces irritation. Shoulder pain does not occur in ascites. 


SUMMARY. 
1. A case is described of a ruptured ovarian pregnancy of about 
three months duration. 
2. Microscopic examination shows that the specimen is a true 
ovarian pregnancy. 


3. The outstanding clinical feature was a ‘shifting shouldet 


pain,’’ only felt when the patient was lving down, and relieved by 


sitting up. 

I am indebted to Mr. Webb-Johnson for permisston to operate 
on and describe this case, and to Professor MeIntosh, Pirector of 
the Bland-Sutton Institute of Pathology, for permission to use the 
specimen and micro-photograph. 
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A Case of Sarcoma Botryoides.* 


By S. W. MAasLEN Jones, M.S. (Lond.), F.R.C.S. (Eng.), 
Surgeon Wolverhampton and District Hospital for Women. 


Sarcoma Botryoides is a sufficiently rare condition to warrant 
the description of the features and course of a case recently under 


my personal observation. 
DESCRIPTION OF THE CASE. 

The patient, who was aged 18, came to the hospital on Septem- 
ber 3rd, 1926, complaining of continuous hemorrhage for the past 
eight weeks. Menstruation, which had commenced at 16, had been 
normal and regular, up to the onset of the present irregularity. 
On examination a fleshy polypoid mass was found protruding 
through the vulva. 

Under anesthesia on September 8th, 1926, this polypus was 
found to have an annular base of attachment round the cervical 
margin, and was practically a tubular prolongation of the cervical 
mucosa. The base was thick and fleshy ; and the extremity thin, 


and irregularly fringed. The polypus was removed by a circular 
amputation of the cervix, and histologically it was ‘ta mucous poly- 


pus, showing no evidence of malignancy.’’ Re-examined in the 
light of later events, this finding is confirmed ; the mucous element 
is rather hyperplastic, there is a sharp line of demarcation at the 
level of its attachment to the cervix, and there is no invasion of the 
cervical tissues. 

Five months later, on February qth, 1927, the patient returned 
to the hospital, stating that she had been bleeding for three weeks. 
A large soft mass was found in the vagina, and she was re-admitted 
a few days later. 

Under anesthesia, on February 10,1927, the mass in the vagina 
was found to be composed of a large number of soft semi-translu- 
cent polypoid bodies, distending the vagina considerably, as the 
specimen shows, and packed so tightly that well-marked facetting 
was present. 

It was evident that the condition was one of sarcoma botryoides, 
The polypi were removed, and the cervical surface of attachment 
deeply cauterized. 


* Reported at a Meeting of the Midland Obstetrical and Gynecological 
Society. 
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The report on the tumour removed was as follows :- 


‘“‘Grape-like bodies from the vagina which consist of a myxom- 
atous body with a covering of squamous epithelium. The body 
of the tumour contains cells of two types, stellate cells and round 
cells.”’ 

More on clinical than histological grounds, hysterectomy was 
urged and finally consented to. 

On February 17th, 1927, a radical hysterectomy was performed, 
the greater part of the vagina being removed. 

An examination was made of a portion of the vault of the vagina 
at the site of the attachment of one of the pedicles. 

The patient progressed very well after the operation. She at- 
tended as an out-patient monthly up to the beginning of July; her 
general health was excellent, and she showed a complete absence 
of any menopausal symptoms. 

On August 29th, | was called out to see the patient at her home 
because she had then been complaining of abdominal pain for three 
weeks. She had obviously lost flesh rapidly since July. There was 
a centrally situated tumour rising out of the pelvis as high as 
the umbilicus, which was found to be filling the pelvis on vaginal 
examination. The vaginal and abdominal scars were both sound. 

I decided that the recurrence was inoperable, and | heard from 
her doctor that she died on September 2gth, there being signs of 
pulmonary metastases during the last weeks of life. A post-mortem 
examination could not be obtained. 

The specimen has been re-examined by Dr. S. C. Dykes, 
-athologist to the Wolverhampton General Hospital, who reports 
on it as follows :- 


Cervical Polyp (submitted September 17th 1926) 

The bulk of the tumour consists of tissue which has undergone 
myxomatous change; this stains pink with eosine. Boundaries 
between the individual cells cannot be distinguished; the nuclei 
appear degenerate, stain homogeneously and show the linear and 
stellate shapes usually seen in areas of myxomatous change; in 
one place is a large area of myxomatous change in which degener- 
ation is complete and in which no nuclei can be distinguished. In 
some portions of the tumour the myxomatous change is not appar- 
ent; all gradations exist between the unchanged portions of the 
tumour and those in which the myxomatous change is complete. 
The tissue in the undegenerated portions of the tumour consists 
of round and spindle cells, the cells of both orders being arranged 
in clusters and bundles. The spindle cells apparently represent 
a later stage in the development of the round cells, transitional 
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stages being also detected. Many of the cells, both round 
and spindle, show evidence. of early myxomatous change as evi- 
denced by swelling of the cytoplasm. The tumour is well provided 
with blood vessels; many of these are spaces with a simple endo- 
thelial lining, others show a layer of muscle cells in addition to 
the endothelium: no vessel having more than one layer of muscle 
cells in the wall was detected. One portion of the polyp showed 
glands composed of columnar epithelium of the type usually found 
in the cervix and perfectly normal in appearance.”’ 

The polyp shows a covering of squamous epithelium ; in places 
this has disappeared and in these areas there is evidence of in- 
flammation in the deposition of fibrin and the occurence of poly- 
morphonuclear cells. In places the squamous epithelium dips into 
the body of the polyp, forming deep crypts. 


Portion of vaginal wall at site of attachment of a polypus. 
(Submitted March 8th, 1927). 

‘‘This section is cut through a small protuberance which appar- 
ently represents the point of attachment of one of the grape-like 
bodies. This section shows a dense mass of spheroidal and spindle 
cells presenting ao evidence of myxomatous change. The nuclei 
of most of the cells stain deeply with haematoxylin; a certain num- 
ber, however, show a finely reticular arrangement of the chroma- 
tin and the presence of a distinct nucleolus. No cells can be seen 
in mitosis, and no giant cells are present. No definite stroma can 
be detected between the cells, and blood vessels are absent. Where 
the cellular mass impinges upon the muscular tissue the latter 
shows evidence of degeneration and the muscle bundles are pene- 
trated by a newly formed fibrous tissue; no actual invasion of t' : 
muscular tissue by the tumour cells can be detected.”’ 


Grape-like body (submitted March 8th, 1927). 

‘This consists of a mass of myxomatous tissue and presents 
an appearance identical with the myxomatous portions of the larger 
cervical polyp submitted on September 17th, 1926. The present 
specimen differs from the previous one in that practically the 
whole of it has undergone the myxomatous change. A few bundles 
of round cells similar to those seen in the original polyp are present ; 
these show evidence of myxomatous change. Blood spaces lined 
by endothelium are fairly numerous, but in no case is such a space 
to be seen with a muscular wall, such as occurred fairly frequently 
in the larger specimen. 

The polyp is covered with squamous epithelium which, as in the 
previous specimen, in places dips into the body of the tumour. In 
one place a cystic space lined by squamous epithelium is present, 
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but as serial sections were not examined it is impossible to say 
whether this is actually a cyst or merely a diverticulum from the 
surface epithelium.”’ 

Histologically neither of the polyps can be said to show signs 
of malignancy. The presence of vessels having a muscular coat 
and of normal cervical glands in the first polyp examined would 
seem to afford very definite evidence of the benign nature of this 
specimen. The second polyp shows more evidence of anaplasia 
than the first, but in the absence of any evidence of rapid cell 
multiplication such as would have been afforded by mitosis or the 
presence of giant cells it is difficult to regard it as malignant. 

The portion of the vaginal wall examined on March 8th, 1927, 
shows a very intense proliferation of cells of connective tissue type. 
The clinical evidence suffices to demonstrate the malignant nature 
of this proliferation, but in the absence of invasion of surrounding 
tissues, and such evidence of proliferation as mitosis and the 
presence of giant cells, it is difficult to identify the condition as 
malignant on histological evidence alone. 

On the microscopical evidence it appears probable that the 
actually malignant portion of the tumour occurs in the vaginal wall 
and is shown in the second specimen. The nature of the cells 
suggests a mesoblastic origin and histologically it conforms to the 
general type of asarcoma. The polypoid bodies probably represent 
simple growths developing from the cervical tissue as a result of 
the irritation and circulatory disturbances brought about by the 
presence of the malignant growth in the vaginal wall ; in themselves 
they are not malignant but their development depends upon the 
presence of the malignant tumour. 

Reference to this condition in the standard text-books is scanty, 
and the recorded cases not numerous. Paul Plett, in 1922, writing 
a thesis on ‘‘Le Sarcome en Grappe du Col de I’ Utérus’’, collected 
details of 36 published cases, and described two previously un- 
recorded ones. 

The age incidence in this series varied from 2} to 50 years. Of 
the 38 collected cases the detailed description of three is not defi- 
nitely that of a sarcoma botryoides, though these three all ended fatally. 

The end results of six cases are not recorded; two had local 
treatment only, while four had hysterectomy performed; two of 
these are described as having left the hospital cured, a remark 
which might have been made of the case now reported. The 
remaining 29 cases all ended fatally ; the majority after repeated 
local removal,and the more recent ones in the series after hysterectomy. 

In only four of the cases in the series is the presence of the 
primary mucous polypus recorded, removal of which was followed 
in due course by the appearance of the characteristic grape-like 
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tumour; in the others the typical tumour is described as present 
when the case was first seen. 

Plett describes the presence of cartilage in sections from his 
case, and also the presence of well-marked mitosis in some of the 
cells. No such evidence of activity was seen in the present case 
after prolonged search. 

A review of the results of the collected cases and of that now 
recorded, emphasizes the extreme degree of malignancy of this 
condition. In the early stage there appears to be no microscopic 
evidence of the true nature of the growth, and, even when well 
formed, the histological appearance of the polypus is so indefinite 
that, were reliance placed on this alone, radical operative treatment 
might be delayed too long. 

The clinical picture of sarcoma botryoides is so definite that 
radical hysterectomy is indicated directly the case presents itself ; 
no time should be lost pending pathological investigation, the re- 
sults of which may prove inconclusive. The possibility of the 
incidence of the condition should be borne in mind in dealing with 
cervical polypi, and any case from which a doubtful polypus has 
been removed, particularly if it had a thick fleshy base of attach- 
ment, should be examined at short intervals and pan-hysterectomy 
performed on the clinical diagnosis alone, should the character- 
istic multiple polypi commence to develop. 





Interstitial Pregnancy. 


By BetHet SoLomons, M.D. (Dublin), F.R.C.P.1. 
Master, Rotunda Hospital. 


Interstitial pregnancy is so extremely rare that it is worth while 
reporting a case which occurred at the Rotunda Hospital. 

From a Statistical point of view, nothing can be elicited, and 
the general opinion is that unless the ovum dies, intra-abdominal 
rupture will occur, with fatal results. 

Abortion into the uterus, which has been suggested as a possi- 
bility, has never been proved to have taken place. <A definite 
diagnosis of interstitial pregnancy is difficult to make, although it 
might be suggested by the presence of a mass close up to the uterine 
cornu and directed rather posteriorly. 

The patient under consideration was admitted on the 27th of 
September, 1927, age 30 vears, married three years. She had had 
two children, the second being born in the Rotunda Hospital on 
December 12th, 1926. There had been no miscarriages. She 
stated that on July 8th, she missed a period. The amenorrhoea 


continued until August roth last, when she noticed a bloody dis- 
charge from the vagina. Two days later she passed a more solid 
body by the vagina, and since then a reddish-brown discharge had 
persisted. There had been no previous operations or illnesses. The 
menstruation, at ordinary times, was average in duration but 
slightly heavy in amount. The last period was on the 8th of June, 
1927. 


A physical examination revealed a semi-cystic swelling in the 
region of the right Fallopian tube, close to the uterus, and about 
the size of a tangerine orange: the broad ligament was invaded to 
a slight extent. The urobilinogen test was negative. On Sep- 
tember 29th, 1927, the abdomen was opened in the middle line, a 
tumour the size of a tangerine orange was found to occupy the 
right cornu of the uterus in the region of the Fallopian tube. Its 
colour was bluish with patches of yellow here and there. The 
uterine vessels were controlled with Bonney’s forceps, and the 
ovarian vessels with ring forceps. The right -Fallopian tube 
together with the portion of the uterus involved was resected wide 
of the tumour. The uterine cavity was opened and the incision 
closed with two rows of interrupted catgut. The round ligament 
was brought over the uterine wound to obliterate the raw surface, 
and the abdomen closed. 
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The patient was discharged in good condition on the roth of 
October, 1927. 


The pathological report by Dr. F. S. Bourke, Pathologist to 
the Hospital, was as follows :— 

“‘Specimen—Right Fallopian Tube. 

The tumour on section presented a cystic cavity about the size 
of a plum. This is apparently the ovum and is surrounded by a 
blood clot about three-eighths of an inch thick. 

On section through the blood clot area, ‘Shadow villi’ can be 
found here and there. This is an Interstitial Pregnancy which has 
not ruptured, but which has been dead for some time.”’ 
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Three Cases of Rupture of the Uterus. 
By H. E. Murray, M.B., B.Ch. (Dub.), Major I.M.S. 


First Resident Surgeon, Presidency General Hospital, Calcutta. 


During the period from September 1925 to May 1927 while | 
was Resident Surgeon at the Eden Hospitai for women in Calcutta, 
three cases of rupture of the uterus occurred among 1923 births in 
the obstetrical wards of the hospital. 

Two of the ruptures took place in the hospital. shortly after the 
patient had been admitted. In the third case, rupture occurred 
before admission. 

In the first two cases there was a definite condition present which 
caused the rupture, namely, hydrocephalus in the first, and cons 
tracted pelvis due to osteomalacia in the second. The third was a 
case of spontaneous rupture. 

The notes of the cases are as follows :— 


Case I. Mrs. G., Armenian, aged 28; 2-para; full time; previ- 
ous pregnancy two years ago, when the patient was delivered 
normally of a full time child. The patient was admitted ten hours 
after labour had started on March 4th, 1926. Her condition was 
good and her pelvic measurements were normal. The vertex was 
presenting, the head being high up and very large; the os admitted 
two fingers; the membranes had ruptured. 

The patient suddenly collapsed three hours after admission 
and the child was extracted by craniotomy, when the head was 
found to be hydrocephalic. The patient did not recover from the 
shock and died two hours later. Post-mortem examination dis- 
closed a large complete rupture of the lower uterine segment on 
the left side. 


Case II. A dwarf aged 30; 2-para; full time. | Previous preg- 
nancy 12 years ago was normal. The patient was admitted in 
strong labour at 2 p.m. on November 30, 1926 and had been in 
labour for two days; the membranes had ruptured at 9 p.m. the 
previous evening. The head was presenting. The pelvic measure- 
ments were; interspinous 8 inches, intercristal 8} inches, external 
conjugate 74 inches, transverse diameter of outlet 2}inches. Owing 
to a beaked deformity of pelvis the presenting part could not be 
felt per vaginam. The uterus was contracting strongly but was 
not in tonic contraction, 
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It was decided to perform at once Cesarean section through the 
lower uterine segment. While the patient was being prepared for 
operation labour ceased, and when the abdomen was opened, it was 
seen that a rupture had just taken place, through the lower uterine 
segment on the left side. The patient, who had been admitted in an 
exhausted condition, did not recover from the shock of the rupture 
and died the same evening. 


Case III. 1., a Bengalee female aged 24, 5-para, full time, was 
admitted to the Eden Hospital at 6 p.m. on April 3, 1927 with the 
following history. 

She had had four normal confinements and had been delivered 
of four normal sized children in her own home. On each occasion 
the only attendant had been a Dhai (Indian midwife). The previous 
labour was two years ago. At 2 a.m. on the night of 2nd-3rd April, 
1927, the patient commenced labour which pursued a normal course 
until 3.30 p.m. on April 3rd, when she informed-the Dhai, who 
was in attendance, that the pains had suddenly ceased. There was 
no record as to the time when the membranes had ruptured. After 
waiting about half an hour and there being no recommencement 
of labour the Dhai got frightened and brought the patient to the 
Eden Hospital, where she was seen by the House Surgeon on duty, 
who at once asked me to see her. On inspection, the patient was 
quite conscious did not appear to be distressed, and stated that she 
was not in pain. Temperature 101.2°F., pulse-rate 150, strong 
and of good volume. The abdomen was enlarged to the size of a 
pregnancy at term. 

On palpation the child was lying in the right occipito posterior 
position, the limbs being felt just under the abdominal wall. 
head was well down in the pelvis. There was a hard mass the size 
of a polo ball to the left of the middle line and reaching to one 
finger’s breadth above the umbilicus. 

Per vaginam the membranes were found to be ruptured and 
the os fully dilated. On separating the lips of the vulva the head 
could be seen. Pelvic measurements were interspinous 73 inches, 
intercristal 8} inches, external conjugate 7 inches, transverse dinme- 
ter of outlet 35 inches (these are quite normal for a Bengalee). 

Rupture of uterus having been diagnosed, I opened the abdo- 
men at 7-15 p.m. The body of the child trom the chin down- 
wards, was lying free in the right side of the abdominal cavity, 
protruding from the rent in the lower uterine segment, while 
the head of the child was in the dilated cervix. The mass on the 
left was the contracted uprer uterine segment. The placenta had 
been separated and was occupying the le‘t iliac fossa, The patient 
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was not bleeding, but there were about five ounces of blood in the 
pelvic cavity. The rent was in the lower uterine segment on its 
anterior aspect and completely transverse. The head was extracted 
from the cervix without any difficulty, brought through the rent in 
the uterus and the whole body of the child was then delivered 
through the abdominal wound together with the placenta. Sub- 
total hysterectomy was performed in the usual way and the ab- 
domen closed without any unusual incident. 

Nuclein 2 cc. was given when the patient was first seen and a 
solution of glucose and saline was run into the median basilic vein 
during the operation, so soon as it was found that the patient was 
not bleeding. 

The patient bore the operation quite well and appeared to be 
recovering, but unfortunately developed paralytic ileus after 24 
hours, and in spite of all treatment, died suddenly at 11 a.m. on 
6th April, 1927. 

The child was dead, normally developed, and had normal skull 
measurements. 

The uterus was sent for examination and the report of the 
Pathologist, Lieut.-Colonel R. Knowies, I.M.S., was as follow :-~ 

‘“Macroscopically— There is no evidence of any disease. 
Microscopically, on section, the muscle does not seem to be in any 
way abnormal except here and there some patchy round-celled 
infiltration.” 

It will be noted that all three cases proved fatal, but the third 
fatality was extremely unfortunate. The first two patients in all 
probability could have been saved if they had sought ante-natal 
advice. These are examples of the tragedies which occur so fre- 
quently in India, where religious and social customs play such 
a great part in the daily life of the people and prejudices are so 
pronounced that the task of educating the masses up to the necessity 
tor ante-natal supervision is an extremely difficult one. ‘ 

I do not intend to discuss the etiology and treatment of uterine 
rupture, but in reporting these cases there are three interesting 
points to which I should like to draw attention. 

(a) Spontaneous rupture is extremely rare. As an example 
of its rarity, Scott! reports two cases of spontaneous rupture in 
6,423 births in the Toronto General Hospital in 13 years. 

(b) None of my three cases showed any of the classical signs 
of rupture or threatened rupture. This absence of the classical 
signs has been reported by Hendry? who in a review of 54 cases 
of rupture, stated that none showed the classical signs. 

(c) The pathological report of case IIT is identical with the 
pathological report of Scott’s* two cases of spontaneous rupture, 
no other abnormality having been discovered, 
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Bearing in mind the recent work of FitzGibbon® and others on 
the ztiology of accidental haemorrhage in which the microscopical 
appearance of the uterine muscular wall, is practically that of small 
round-celled infiltration, one is led to agree with Scott‘ that there 
may be an analogy in these two conditions. 

I am indebted to the Professor of Midwifery, Lieut.-Colonel 
V. B. Green Armytage, M.D., F.R.C.P., I.M.S., for permission 
to publish the notes of these cases. 
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Three Cases of Cervical Fibroids. 


By H. De Sa, M.D., F.C.PS. 


Late Associate Professor of Midwifery and Gynecology, Grant 
Medical College; Hon. Obstetric Physician, Sir ]. ]. Hos- 
pital; Hon. Gynecologist, The King Edward Memorial 
Hospital, Professor of Gynecology Seth. S.S. Medical 
School, Bombay. 


THE following cases are of interest. 

About eight per cent. of fibroids arise in the cervix and the 
interstitial cervical growths usually arise in the posterior wall. 

Case No. 1. Mrs. F. M., aged 30, married 15 years, was 
admitted to the King Edward Memorial Hospital on the 26th 
April 1926 complaining of severe abdominal pain and difficulty in 
micturition. She stated that she felt a tumour in her abdomen, 
which had been gradually increasing in size during the last three 
years. Menstruation was regular, every 30 days, lasting four days, 
but painful. She had one full time normal pregnancy 12 years ago. 
She has been sterile since. 

On examination a solid tumour was found filling the pelvic 
cavity and rising to the level of the umbilicus. On vaginal exami- 
nation the cervix could not be felt, nor seen by means of the 
speculum. The left vaginal fornix was shallow and a dimple could 
be felt in its centre. The right vaginal fornix was very deep and 
the anterior vaginal fornix was bulging. A hard irregular mass 
filled the pelvic cavity, and rose to the level of the umbilicus rather 
to the right of the middle line. 

On opening the abdomen the tumour was found somewhat 
rotated on its axis. The right broad ligament and the right uterine 
appendages could not be reached. The only guide to the body of 
the uterus which was placed upon the summit of the tumour, was 
the left round ligament. The tumour was jammed in the pelvic 
cavity and allowed hardly any room for manipulation. Large 
adventitious vessels crossed the tumour from right to left. The 
peritoneal attachment of the bladder to the tumour was snipped 
with scissors and the bladder pushed down. A transverse incision 
was then made across the tumour in front and below the fundus 
uteri, the capsule opened and the fibroid shelled out. A_ total 
hysterectomy was then a very easy procedure. The right appen- 
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dages were buried with adhesions in the pouch of Douglas. The 
Fallopian tube was distended (hydiosalpinx) and the ovary cystic. 
The left ovary was atrophied. The fibroid presented two lateral 
grooves, at its lower pole, along which the ureters passed. 

Case No. 2. Mrs. D., aged 30, married eight years, nullipara, 
was admitted to the Maternity Wards, King Edward Memorial 
Hospital, on the gth of January, 1927, for abdominal pains and a 
swelling corresponding in size to a full-time pregnant uterus. The 
case was reported to my House Surgeon who transferred the 
patient to my Gynecological Ward. 

The patient complained of intermittent abdominal pain, diffi- 
culty of micturition, attacks of dyspnoea, and abdominal discomfort 
for two months. She had not menstruated for two years. Her 
periods were regular, every 30 days and lasted for four days, 
from the onset of menstruation for 12} years, then they became 
scanty and eventually stopped. Her general health was, on the 
whole, good. No history of gonorrhoea or any other infection 
could be obtained. 

The tumour, which felt hard and tense, occupied the abdominal 
cavity. The vagina was elongated, the cervix uteri was felt at 
the level of the symphysis pubis and pointed to the right. The 
uterine body was pushed to the left and was rather small. The 
left vaginal fornix was shallow but the right vaginal fornix was 
unusually deep. The abdominal wall was tense and the tumour 
was almost fixed. 

The unusual depth of the right vaginal fornix made me 
diaynose a cervical growth. 

On the 12th January at the operation there was considerable 
difficulty in opening the peritoneal cavity, owing to the position 
of the bladder which rose to the level of the umbilicus and was 
attached to the tumour, After defining the junction of the peri- 
toneal reflexion on the tumour and bladder it was incised and the 
bladder pushed down. With great difficulty the upper pole of 
the tumour was lifted up to the abdominal wound. The uterus 
with its appendages lay on the inferior surface of the tumour. 
Both the Fallopian tubes were distended (hydrosalpinx) and the 
ovaries cystic. The appendages were adherent to the pelvic floor. 
After liberating the appendages hysterectomy was performed. 
The bladder owing to its firm attachment to the tumour was 
injured and had to be repaired. Recovery was uneventful. 

Case No. 3. Mrs. A. S., aged 50, widow, was admitted to 
the K.E.M. Hospital on the 7th February 1927 for retention of 
urine, and pelvic pains for the last three months. 


The distended 
bladder rose almost to the umbilicus. 


Through the vaginal ori- 
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fice a portion of a tumour presented, its exposed surface being 
ulcerated. On emptying the bladder a tumour was found filling 
the pelvic cavity rising one and a half inches above the symphysis 
pubis and placed more to the right of the middle line. 

The anterior vaginal fornix bulged out and the anterior 
vaginal wall formed the posterior surface of the tumour. No 
cervix was felt, nor seen by means of the speculum. The left 
fornix was shallow and the right very deep, reaching almost to the 
level of the pelvic brim. The uterus was felt slightly enlarged 
and retroverted ; a hard tumour placed in front of the uterine body 
filled the pelvic cavity and extended downwards to the vagina. 

Menstruation was regular until five years ago. It has been 
irregular for the last five years, periods appearing every two or 
three months and being profuse. The patient had given birth to 
three children, each labour being normal. 

On opening the abdomen on the 9th February the growth was 
found filling the pelvic cavity and allowed very little room for 
manipulations. The body of the uterus was felt on the posterior 
surface of the tumour but could not be reached. The peritoneal 
reflection on to the bladder was carefully snipped with scissors and 
the bladder pushed down. The capsule of the tumour was then 
incised and the fibroid easily shelled out. The uterus and its 


appendages were liberated from dense adhesions and a total hys- 
terectomy was performed. The Fallopian tubes were distended 
(hydrosalpinx) and the ovaries atrophied. Recovery was 
‘uneventful. 


COMMENT. 

(1) In all three cases the fibroid tumour arose from the anter- 
ior wall of the cervix above the vaginal reflection, but the growth of 
the tumour in each case was in a different direction. 

(2) The first patient had regular but painful menstruation, 
the second had had amenorrheea for two years, and the third had 
irregular and profuse menstruation. 

(3) In all three cases the Fallopian tubes and ovaries were 
diseased, the right fornix was deep and the growth was placed 
more to the right. 





Tuberculosis of the Body of the Uterus and Cervix. 


By N. Gupra, M.B. 
Clinical Pathologist, Eden Hospital, Calcutta 


The most frequent site for tuberculosis in the female genital 
organs is the Fallopian tubes. Tuberculous salpingitis usually 
occludes the inner portion of the tube, so that the tubal contents do 
not gain easy access to the uterine cavity. 

When the corporeal endometrium is involved, the Failopian 
tubes are nearly always affected. 

It is rather difficult to find tubercle bacilli in vaginal discharges 
from a case of tuberculous endometritis. If the endometrium is 
ulcerated and caseous material is being discharged, then possibly 
tubercle bacilli may be found. 

Cases of tuberculous endometritis are rarely diagnosed clinic- 
ally, and so they escape bacteriological examination of the leucor- 
rheal discharges. 

Curettage of the endometrial cavity is a better method of diag- 
nosis, and it is employed as a routine in the Eden Hospital for 
such purposes. It is a desirable procedure as it clears up the 
suspicion of malignancy for which tuberculosis is often mistaken. 

During the past four years a number of cases of tuberculosis of 
the body of the uterus and cervix have been encountered in the 
Iden Hospital, and the following are brief descriptions of the 
conditions present :- 


Case No. 1. Tuberculous Endometritis. Mrs. H., European, 
aged 24 years, admitted in January, 1923, for the following 
complaints :-- 


(a) An almost continuous sharp pain in the region of the left 
lower abdomen. 

(b)  Leucorrhoeal discharge. 

(c) Scanty irregular menses. 

These symptoms began about three years previously. 

There was no history or physical evidence of tuberculosis in 
any other part of the body. 

Obstetrical History :-No child. No miscarriage. No abortion. 

Examination per Vaginam:- One small tumour the size of a 
large pea, felt. on the right lateral wall of the uterus. 
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Patient admitted for fibroid of the uterus and dysmenorrheea. 

The uterus was curetted. The shreds of mucosa removed by 
the curette were particularly friable and of a yellowish colour. The 
curettings were submitted to pathological examination. 

Under the microscope, characteristic nodules with epithelioid 
and giant cells were seen. There were collections of lymphocytes 
within the connective tissue, and the uterine glands were hypertro- 
phied, showing proliferation of epithelium. (Fig. No. 1). 

Tuberculosis of the cervix is a rare infection. It may be primary 
or secondary—the latter being by far the more frequent. Tuber- 
culosis by extension is by no means infrequent in the external 
genitalia. 

In four out of six cases of cervical tuberculosis studied in the 
Eden Hospital, involvement of some portion of the genital tract 
above the internal os was recorded. In the other two, the disease 
seemed to be primary in the cervix. 

Primary lesions in the lungs are the most frequent occurring 
in tuberculosis, but none of these cases showed any evidence of 
pulmonary involvement. Pre-existing inflammation in some form is 
perhaps a predisposing factor, but nothing can be said definitels 
as to the etiology. No age is immune. Five of our cases occurred 
during the active sexual life. 

Short histories and pathological reports of the cases encountered 
in the Eden Hospital are as follows :- 

Case No. II. Tuberculous Cervix B., Hindu, aged 4o, ad- 
mitted in July 1921, for the following complaints :- 

(a) Blood discharge for a week, after a period of amenorrhoea 
for two years. 

(b) Pain in the pelvic region for two weeks. 

(c) Increasing leucorrhoea for several months—rather thick, 
foetid, glairy material. 

No evidence of tuberculosis in any other part of the body could 
be detected. 

Obstetrical History :- 13 children, two abortions, | 


3 ast preg- 
nancy ten years ogo. 


July 14th, 1921. Examination per Vaginam :-: 
Uterus—Small, lying anteverted. Anterolateral fornices clear. 
Posterolateral fornices fixed. Cervix felt to be swollen and some- 


what oedematous. A small polypus projects from the posterior 
lip. Inside, the cervix is nodular and hard. With the speculum, 


a hard nodular lump of the size of a pea was seen projecting from 
the cervix. It was vascular and friable and clinically diagnosed 
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as a malignant growth of the cervix, infiltrating the utero-sacral 
region. 

A wedge-shaped portion of the tumour was removed for 
diagnosis. 

Pathological Report :-Sections show fibrous tissue and benign 
adenomatous cervical glands and inflammatory changes. Giant 
cells are present. 

Diagnosis :- Tuberculosis of the cervix. 

July 19th, 1921. The patient was again examined and the 
condition found to be the same as before. 

July 21st, 1921. The abdomen was opened and the peritoneum 
was found firmly adherent to the parietes and the intestines were 
found studded with miliary tubercles. The Fallopian tubes on 
cither side were similarly affected and matted together with the 
surrounding structures. 

The cervix was again examined and found to be hard. A por- 
tion of it was removed for histological examination. It cut with 
a grating sensation and there was no bleeding. 

Microscopic section shows :- That the squamous epithelium is in 
tact. Typical tubercles with giant and epithelioid cells are present. 
There are also collections of lymphocytes in the connective tissue. 
The clinical similarity ‘of this condition to that of malignancy is 
noteworthy. 


Case No. III. P., Hindu, 24 years of age. For four months 
there had been increasing leucorrhoea. Physical examination 
did not show evidence of tuberculosis in any other part of the 
body. Examination of the cervix, which was purplish in colour, 
showed slight ulceration. The body of the uterus and its appen- 
dages seemed normal. 

Microscopical sections from the cervix showed the usual histo- 
logical picture of tuberculosis. (Fig. No. 2). 


Case No. IV. C., Hindu, aged 21, nullipara, complained 
of Jeucorrhoea for several months. Menstrual history was normal. 
No evidence of tuberculosis in any other part of the body. Ex- 
amination of the cervix showed it to be red and ulcerated and 
it feltas if it were malignant. [listological examination of a piece 
of the cervix showed it to be tuberculosis. (Fig. No. 3). 


Case No. V. M., Mohammedan, aged 3o years, nullipara, 
had irregular menses and leucorrhoea for several months. She 
complained of irregular fever for some time. Examination showed 


the body of the uterus about three-quarters the normal size, lying 
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anteverted and freely movable. There was a large erosion of the 
cervix. The whole cervix was inflamed and more or less covered 
with papillomatous outgrowths which bled easily. There was a 
thick purulent discharge. 

Physical examination of the lungs did not show any evidence 
of tuberculosis, but the patient had previously hada slight hamo- 
ptysis. The sputum negative for tubercle bacilli. Pathological 
examination of a wedge-shaped piece from the cervix showed it to 
be tuberculous, and there were nodules with giant cells (Fig. No. 
V). 

Panhysterectomy and bilateral salpingo-Gophorectomy were 
performed. The cervix, the body of the uterus and the Fallopian 
tubes were found to be involved. 


Case No. VI. S., Hindu, multipara, 24 years of age, suffered 
from amenorrhoea, rather profuse leucorrhoea, and occasional at- 
tacks of pain in the groin for two years. 

The cervix was hypertrophied and showed a bilateral tear. 

It was soft and bled slightly on being touched. The uterus was 
somewhat fixed and there was some thickening on both sides. There 
was no evidence of tuberculosis in the lungs or elsewhere in the 
body. 

A microscopical examination of a wedge-shaped piece from the 
cervix showed characteristic tuberculous nodules with cells. 

A description of these cases is published, on account of the com- 
parative rarity of the condition, and the fact that an unusual series 
of them has been met with here during the last five years. 
Interesting features are :- 

(1) The fact that in none of the patients could any pulmonary 
involvement be detected on physical examination at the time al- 
though case No. V. had had hzmoptysis. The subsequent his- 
tories of the patients could not be obtained. 

(Il) In two of these cases the condition seemed primary in, 
and limited to, the cervix. Nos. III and IV. 

(111) The difficulty in deciding the diagnosis without resort- 
ing to the examination of microscopical preparations of the tissue. 

I am indebted to Col. Leicester, F.R.C.P., 1.M.S.; Col. Green- 
Armytage, F.R.C.P., I.M.S., and also to Major Shanks, M.D., 
I.M.S., for giving me all possible facilities. 
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“The Toxamias of Pregnancy.” A Clinical and Biochemical Study. A 
Report to the Medical Research Council from the Research Depart- 
ment of the Glasgow Royal Maternity and Women’s Hospital. By 
J. N. CRUICKSHANK, M.C., M.D., F.R.F.P.S. (Glas.), M.R.C.P. ; 
J. Hewirr, M.B., Ch.B.; and K. L. Courar, M.B., Ch.B., London. 
H.M. Stationery Office, 1927, pp 128 & vili. Price 4s. 


The Report opens with a very brief introduction followed by a short 
summary of the scope of the investigation. The authors adopt the usual 
classification of cases showing albuminuria in pregnancy, defining the 
first group as patients having albuminuria of renal origin during the second 
half of pregnancy. ‘‘This,’’ they state, ‘“‘was the chief symptom, and most 
of the women in the group had no other signs of toxeemia.”’ It is not 
usual to describe albuminuria as a symptom, and it must be assumed that 
the majority of these cases were found by routine examination of the 
urine in Ante-natal Clinics; this point, however, the authors do not make 
clear. It is a pity that this group is not dealt with in greater detail. The 
second group corresponds to the pre-eclamptic toxeemia of other writers, 
and consists of patients showing albuminuria associated with more or 
less severe toxcemia. The third type consists of pregnancy supervening 
on top of a previous renal lesion, and therefore corresponds to the nephritic 
toxzemia in other literature. The fourth group consists of patients in 
definite clinical eclampsia. 

A very large section of the monograph is devoted to the methods of 
examination of blood and urine. With regard to the blood analysis, the 
authors use the methods of Folin and Wu, and it is a pleasure to note 
that they state quite definitely that they have over-ruled any objections 
to this system. As they say, these methods are sufficiently accurate for 
this type of research. The scope of these analyses is very wide, but the 
greatest attention is paid to the non-protein nitrogen and to the urea. 
Amino acid nitrogen, the preformed creatinin and uric acid were also 
estimated. In the examination of the urine, the volume was measured 
and all the principal constituents were estimated. In addition to the 
ordinary routine analyses, a series of tests for the functional capacity of 
various organs was undertaken; this includes the urea concentration test 
and tests of hepatic function. The analyses were performed on some 
200 cases of toxcemia and a series of 42 normal patients. 

A discussion of results seems to indicate that the authors are in agree- 
ment in the main with the results already published. There is, perhaps, 
one point on which they do not appear to agree, and that is with the 


value of tests showing signs of derangement of hepatic function in 
the toxamias of pregnancy. It will perhaps be remembered that special 
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attention was paid to this aspect of the problem by Comyns Berkeley, 
Dodds and Walker who, in this Journal, suggested that when certain 
specialized tests of hepatic function showed derangement of that organ, 
induction of labour should be performed. This work was based on the 
study of 17 cases and it was expressly stated in the paper that the results 
could only be regarded as suggestive, and before a general rule could be 
adopted, more cases would have to be investigated. On page 15 of that 
paper the following statement appears: ‘‘It is true that up to date we 
have only 17 cases to form the basis of our contention that premature 
labour should not be induced until the liver reaction becomes positive. 
Until more figures are obtained it may be impossible to disregard the 
blood urea and non-protein nitrogen tests entirely. In any case, the 
accumulation in the blood of these nitrogenous bodies is in all probability 
a necessary precursor of the hepatic changes, and should be regarded as 
signposts indicating the direction in which progress lies.’’ Again, the 
authors of the Medical Research Council Report point out that ‘‘more 
recent observations lead us to believe that these tests will fail to distinguish 
cases of the nephritic type from those of recent toxic origin, since the 
results are similar in both types of patient.’ It is only fair, however, to 
quote against this the concluding sentence in the paper by Comyns Berkeley, 
Dodds and Walker: ‘‘As pointed out by De Wesselow at the discussion 
following the reading of this paper, it must be admitted that the scheme 
of testing outlined above takes no account of the effect of a pre-existing 
nephritis on pregnancy. Here the blood urea concentration must form the 
guide to treatment.’’ It would appear, however, that the study of this 
large number of cases demonstrates that it would be unwise to rely solely 
upon the tests of hepatic function. 

The volume concludes with some notes on the etiology of the toxemias 
of pregnancy in relation to the results obtained in these researches. There 
is also an excellent series of case histories, together with summaries of blood 
analyses and certain statistical considerations. 

There can be no doubt that the authors are to be congratulated upon 
the very thorough way in which their work has been performed. They have 
obviously made the greatest use of their exceptional facilities with regard 
to the number of cases placed at their disposal. The volume will form a 
very valuable record of blood and urinary analyses in these conditions. 

B.€. D: 


“Biologie und Pathologie des Weibes.”” Halban and Seitz. 
32 and 39: Vol. 4. Urban and Schwarzenberg. 

These three Lieferungs comprise the fourth volume of the Handbuch. 
The subject matter is some of the most interesting in the whole of gyne- 
cology, and the authors of the various articles have been most admirably 
selected. Adler contributes sections on 


Lieferungs 31, 


inflammations of the uterus, 
uterine atrophy, hyperplastic and hypertrophic conditions of the uterus, 
metropathia, uterine hemorrhages and fluor. Adler’s articles are. bril- 
liantly conceived and no one speaks with greater authority on endometritis 
and the myohyperplasias than he. He further possesses the admirable 
quality of stating facts and of deducing logical sequences in a delightfully 
lucid style, so that in consequence his articles are a delight to read. 
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‘The German school differs widely from our own in its interpretations 
of these clinical conditions, and an accurate analysis of the subject matter 
is impossibie in a brief space. Perhaps Adler is too dogmatic in his 
insistence that chronic endometritis is a rare condition, and perhaps he 
does not emphasize Schréder’s work on endometritis as much as he should, 
but it is impossible to quarrel with his general principles. Adler’s articles, 
with the exception of that on fluor—which is somewhat primitive—probably 
represent the best interpretations of the modern views on these subjects : 
foreign literature is referred to plentifully and it is certain that these 
articles should be referred to very extensively as works of reference. 

Albrecht of Munich contributes articles on myomata, the pathological 
anatomy and clinical features being considered in turn. The pathological 
section is rather below the standard of the rest of the Handbuch, for 
although the historical and statistical aspects are of interest, the rest 
of the article is unconvincing. But then it must be remembered that 
the interest of the present day in fibroids is not as popular as it was 
20 years ago. Then follows an article by Albrecht on adenomyomata and 
adenomyosis. This, on the other hand, is an exquisite piece of work. 
One caunot recali any contribution on these subjects which can approach 
it in its treatment of the historical side, in its references and in its illus- 
trations. The chief feature of the subject matter is the neutral point of 
view taken with respect to the etiology: the serosal, adenomyosis, and 
implantation theories are considered in their true perspective and the 
facts of the older workers are not neglected through any prejudice in 
favour of the implantation theory. This article again should be referred 
to by all interested in this branch of gynecology. 

Von Seuffert of Munich gives an article on the X-rays therapy of non- 
malignant uterine hemorrhages and of fibromyomata. The article is 
technical, but the references and statistics are useful. Albrecht then gives 
an account of sarcoma uteri—perhaps the best description of this condition 
as yet written and which will probably be recognized as the standard 
work of reference on this subject. 

Then follow articles by Lahm of Dresden on mixed tumours of the 
uterus, dealing with the rare sarcomata, lipomata, chondromata and tera- 
tomata of the cervix, academic in type but nevertheless very interesting. 
An article on adenoma uteri by the same author is perhaps not up to 
the same standard. 

The rest of the volume deals with carcinoma of the uterus, Lahm 
describing the pathological side, Kermauner the clinical and operative, 
and Eymer of Innsbruck the radiological. The three articles are full of 
facts and references, and, because of this, of great value. In Lahin’s 
article there is a great deal of new material, particularly the description 
of the various histological types of carcinoma of the uterus. Kermauner’s 
article is scholarly, but in spite of this, good descriptions of operations 
can be found. Eymer’s contribution is scientific, well written, and the 
statistics given are useful. 


This volume is probably the most important that has yet appeared, and 
it is impossible to exaggerate the merit of the material contained. 
truly superb illustrations are also included, 
articles of Kermauner and of Eymer. 


Some 
particularly those in the 


WILFRED SHAW. 
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“The Development of the Vascular System in the human. embryo prior 
to the establishment of the heart.”” By Donald M’Intyre, M.B.E., 
M.D., F.R.C.S. (Edin.), F.R.F.P.&S. (Glas.). Transactions of the 
Royal Society of Edinburgh, Vol. LV, Part 1, No, 4. 


The original work which has been accomplished by the Glasgow School 
of Anatomy since the time of Allen Thomson has exhibited careful and 
accurate observation combined with sound and logical reasoning. In this 
respect the present piece of research maintains the high standard of the 
work of this school. 

The aim of all medical research should be to elucidate our conception 
of the subject matter under investigation so that thereby practical medicine 
and surgery may be of greater benefit to mankind. In the present research 
the worker has definitely set himself the problem of discovering how the 
earliest rudiment of the human vascular system comes iuto existence. 
There is undoubtedly much difference of opinion as to the source of the 
blood vessels and blood cells. Some authorities think that both the blood 
vessels and the blood cells are mesodermal in origin; others hold that 
they are of entodermal origin; a few, however, believe them to be derived 
partly from the mesoderm and partly from the entoderm. 


In carrying 
out this work Dr. M’Intyre has made 


a careful investigation of the vascular 
areas in two embryos, namely, the Teacher Bryce ovum No. 2 and the 
M’Intyre embryo. Further, he has given a very complete review of all 
the historic embryos which have been recorded since 1896. This part of 
the work is somewhat tedious to read as the series of embryos referred 
to are arranged neither according to their sizes, their stage of develop- 
ment, nor in a chronological order. The review, however, is of great 
value, because on careful reading it enables one to acquire a concise 
knowledge of what has been observed in early vascular development. 

Some of the observations anade by Dr. M’Intyre are sufficiently 
important to warrant special attention being drawn to them. In the 
M’Intyre embryo the pericardial coelom is described as a U shaped space. 
This is in strict conformity with the observations of well known workers 
on the carnivora and rodents. 

In one of the excellent illustrations the mesothelial cells of the extra- 
embryonic coelom are seen dipping down into the mesoderm of the body 
stalk to join an angioblastic mass of cells. This suggests that the angio 
blast is continuous with and may be derived from mesothelium. 

The author found very little evidence of vascularization in the embryonic 
area; but in the extraembryonic area angioblastic tissue was present in 
several regions. He therefore concludes that vascularization occurs in 
the extraembryonic structures previous to the appearance of vessels in the 
embryo and that the blood cells develop at the site they are to occupy in 
their early existence. Further, he concludes that the angioblast does 
not extend from one area to another by centrifugal growth. 
diametrically opposed to that usually accepted. His conclusions as to 
how and when the areas of vascularization become continuous is of great 
interest. The author observed, in the Teacher Bryce ovum No. 2, nucleated 
protoplasmic strands situated in spaces in the mesoderm of the chorion; 


This view is 


but he tailed to observe the same appearance in the M’Intyre embryo. 
Dr. M’Intyre states that the strands become the blood vessels and blood 
cells, while the surrounding spaces are temporary structures. 


He belie ves 
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the latter are a provision for the rapid diffusion of nutriment to the ovum, 
and more particularly to the angioblastic tissues in the spaces. A few 
of these spaces communicate with the extraembryonic coelom. This fact 
is extremely suggestive aud has been observed by other workers. The 
continuity of the vascular system with the coelomic cavity has not been 
proven definitely, but the possibility of such continuity has occurred to 
the minds of thoughtful workers in biology. 

It is impossible in a short review to give an idea of the extent and 
thoroughness of this work ; but those interested in the early development 
of the blood vascular system cannot fail to derive much benefit from the 
careful perusal of the work. We congratulate the worker, and also the 
School from which the work emanates, upon the publication of the results 
of his prolonged and laborious industry. In conclusion we think that 
Dr. M’Intyre has not completely proven his case; but he has added to 
our conception of early vascular development. At present it may seem that 
such work is of relatively small service to the practice of medicine; but 
any work which leads to the better understanding of the human body 
must sooner or later have influence upon medical thought and practice. 

THos. YEATES. 
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M.D., B.S. (Lond.), F.R.C.S. (Eng.), M.R.C.P. (Lond.), D.P.H. (Cantab.) 


THis Review will contain the lists of contents, and abstracts of the more 
importaut articles, from the following journals, with which the “‘ Journal 
of Obstetrics and Gynzecology of the British Empire ”’ exchanges :— 
British.—The Lancet ; British Medica’ Journal. 
Canadian.—The Canadian Medical Association Journal; Bulletin Médical de 
Quebec. 
American.—American Journal of Obstetrics and Gynecology ; The Journal of the 
American Medical Association ; Surgery, Gynecology and Obstetrics 


French.—La_ Gynécologie; Gynécologie et Obstétrique; Bulletin de la Société 
d’Obstétrique et de Gynécologie de Paris 


Belgian.—Bruxelles-Médical. 
Italian.—Annali di Ostetricia e Ginecologia; Archivio di Ostetricia e Ginecologia 
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Zentralblatt fiir Gynikologie; Monatsschrift fiir Geburtshilfe und Gynakologie ; 
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Scandinavian.—Acta Gynecologica Scandinavica. 


South American.—Boletin de la Sociedad de Obstetricia y Ginecologia de Buenos 
Aires. 


It is hoped that the Review of Current Literature will keep the readers 
of this Journal in touch with current work throughout the world. At - 
the end of each year it is proposed to print an Index of all the subjects 
contained in the articles of the above journals. Arrangements will also be 
made to include abstracts of important articles on border-line subjects, such 
as Physiology, Biology and Biochemistry. 


LIST OF ABSTRACTORS. 

London: J. LYLE CAMERON, F.R.C.S., DorotHy N. L. LEVERKus, M.D, 
R. C. LIGHTWOoD, M.D., F. E. TAYLor, F.R.C.S, A, WALKER, 
F.R.C.S., JUSTINA WILSON, F.R.C.P. 

Huddersfield : W. E. CROWTHER, M.B. 

I.eeds: A. GouGuH, F.R.C.S. 

Rugby : RoBert A. HENDRY, F.R.C.S. 

Sheffield: W. W. KING, F.R.C.S. 

Glasgow: JANE H. FILSHILL, JAMES HENDRY, M.D. 


Lancet. 
January 7, 1928. 
Coronary occlusion following parturition. H. W. Jones and C. A. Birch, 
Puerperal infection. (Leading article). 
January 21, 1928. 
Auricular fibrillation complicating sepsis i the puerperttm. J. A. Kerr 
Cancer of the uterus. (Annotation). 
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January 28, 1928 
Inversion of the uterus. C. L. Tauder. 
February 4, 1928. 
Two consecutive abdominal pregnancies. M. V. Webb. 
labour with complete occlusion of the external os. E. O. Croft and A. 
M. Claye. 
February 11, 1928. 
*Pregnancy and parturition in patients with crippled hearts. J. Hay and 
E. Hunt. 
Two cases of conjoined twins. C. V. Patrick and H. C. Cameron, 
The causes of intra-uterine death. (Annotation). 
February 25, 1928. 
*The influence of parturition upon insanity and crime. A. lL. McIlroy. 
March 3, 1928. 
*Post-operative sepsis in general, and puerperal sepsis in particular. 
V. Bonney. 
*Treatment of disturbances incidental to early menstrual life. A. E. 
Sanderson-Clow 
A case of syphilis of the uterus. H. Billig. 
March 10, 1928. 
Puerperal sepsis. J. G. Macaskie (Correspondence). 


March 17, 1928. 
Legal compulsion in veneral disease treatment (Leading article). 


March 31, 1928. 
*The Trendelenburg position. R.O. Ward. 
Intra-cranial heemorrhages in the new-born. (Annotation). 
Identification of babies in hospital. (Annotation) 


Pregnancy and parturition in patients with crippled hearts. 

The practical problems which present in this connection are: (1) Is 
marriage advisable in the presence of a crippled heart? (2) Should a 
pregnancy be terminated or allowed to go to term? (3) If it is to be 
terminated when and how? (4) If to term what can be done to help the 
heart? (5) How is the patient to be managed after labour ? 

Under normal conditions pregnancy affects the circulation in three main - 
ways. (1). The weight of the patient increases. (2). The placenta large 
uterus and breasts require a large supply of blood. (3). After the sixth 
month the uterus interferes mechanically with the ‘tharacic contents. 
Usually these effects are more noticable in primigravide. 

The first stage of labour has little effect on the circulation, it is during 
the second stage that the heart is heavily taxed and may become exhausted 
During the third stage there may be collapse due to the sudden fall in 
blood pressure. In considering the effect of labour on the crippled heart 
it must be remembered that (1) In rheumatic hearts the muscle is damaged 
as well as the valves (2) In mitral disease (a) the output is diminished 
(b) the alveolar walls are engorged (c) in oldstanding cases there is 
emphysema. (3) Auricular fibrillation is the most serious cardiac disability. 

In this series several instances of acute rheumatic manifestations were 
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seen after parturition and the authors consider that pregnant women 
with mitral stenosis have a particular predisposition to hamoptysis. 

On the subject of auricular fibrillation the authors write as follows: 
“The outlook in patients with auricular fibrillation depends on the results 
of specific treatment with full doses of digitalis, and the careful supervision 
of the terminal months of pregnancy, and assistance during the second 
stage of labour. It depends also on the degree to which the fibrillation 
is distressing and handicapping the heart. In this hearts vary. As 
soon as the child is viable any sign of progressive cardiac failure justifies 
intervention.” 

The authors prefer induction of labour as the means of terminating 
pregnancy unless there seems to be a risk of prolonged labour. If Caesarean 
section is performed, they prefer spinal to general ancesthesia. 

In the series of 50 cases, five deaths are recorded. Nephritis seems to 
have played a large part in causing these deaths.. 

After labour most cases progress satisfactorily, but a long period of rest 
must be enforced. The patient must not be allowed to put on weight. 
There is no objection to the patient feeding her child. 

Cardiac failure in the early months is an indication for termination 
of pregnancy, but not until compensation has been restored. 

Valvular disease of the heart, provided the reserve is satisfactory, is not 
a bar to marriage and pregnancy. 


The influence of parturition upon insanity and crime. 

The author discusses the definition of the term ‘‘newly born’’ under the 
Infanticide Act 1922, and whether the law should be altered to give more 
protection to the mother who destroys her child when suffering from 
puerperal insanity. 


Post-operative sepsis in general, and puerperal sepsis in particular. 

In considering the subject of surgical asepsis, two points have to be 
considered (1) the sterilisation of the operation area, and (2) the prevention 
of the conveyance of organisms from elsewhere. The pubes, groin, peri- 
reum and perianal skin are the areas in the body most heavily infected 
with organisms, in addition these organisms are of a more virulent nature 
than those found elsewhere. Organisms can be conveyed by extraneous 
means such as the hands and instruments of the surgeon. Conveyance 
may be by intrinsic means such as the blood stream, lymphatic stream 
or even directly through the wall of an infected hollow viscus. 

Extraneous conveyance may be prevented by a rigid aseptic and anti- 
septic technique, intrinsic infection may be combated more or less success- 
fully by treating all foci of infection. Fortunately organisms resident in 
the patients body are usually of low virulence and do not infect healthy 
tissues, but if the resistence of the tissues is lowered on account of bruising, 
laceration or strangulation, serious infection may occur. 

The removal of the neoplasin of pregnancy may be carried out (1) by the 
woman alone (2) by the woman and the surgeon together and (3) by the 
surgeon alone. Sepsis may be due to (a) the operation area not being 
sterile (b) organisms carried in from an outside source (c) organisms from 
ar intrinsic source carried in by an extraneous agency (d) infection from 
intrinsic sources by natural agency. 


i 
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Sepsis after natural delivery is probably due to the presence of virulent 
streptococci in the vagina. Streptococcal vaginitis is relatively common 
but cases of puerperal sepsis after natural delivery are rare because these 
streptococci as usually of low virulence and few are probably carried into 
the uterus. 

In assisted delivery, the danger is not from organisms carried from 
outside, but from organisms carried into the vagina or uterus from the 
approaches to the vagina. In addition there is usually much laceration 
and bruising of the tissues which predisposes to infection. 

Artificial delivery may be by accouchement forcé or by Caesarean section. 
The first is most commonly followed by infection owing to organisms being 
carried into the uterus and to the extensive tissue damage. Czeesarean 
section by election is a surgical operation with the risks of any clean 
surgical operation. Caesarean section by compulsion, i.e. after the cervix 
is open, is much more commonly followed by sepsis as the presenting part 
of the child carries organisms from the vagina into the uterine cavity and 
into the incision. 


Treatment of disturbances incidental to early menstrual life. 

Primary amenorrhcea. Provided growth continues at a normal rate there 
is no cause for anxiety. If, however, growth has ceased or is diminishing 
ina healthy girl of over 16 who has not menstruated, the outlook is serious. 
Small doses of thyroid are advised. Secondary amenorrhcea, provided no 
cause can be found, is usually successfully treated by thyroid gr. 4—gr. % 
daily. Dysmenorrhcea can almost always be successfully treated by exer- 
cises and “verbal”? treatment. Menorrliagia is usually due to toxeemia 
from a septic focus or from constipation. 


The Trendelenburg position. 

The author describes the method in use at St. Peter’s Hospital for 
holding the patient in the above position. Rests are fixed to the table 
which support the patient through the iliac crests. Shoulder supports 
may cause paralysis of the eighth cervical and first dorsal nerves. The 
thorax is conical and, as the patient is tilted, it is forced into the shoulder 
girdle. Padding is of no avail in preventing pressure on these nerves. 

Arnold Walker. 


British Medical Journal. 


Jan. 7, 1928. 
*The preventive frame of mind in midwifery. R. W. Johnstone. 
*Induction of premature labour in relation to mental disease. P. Smith 
Cancer of the uterus. (The Week). 
» abuse of Cresarean section. FE. F. Murray (Correspondence). 
rge ovarian cyst. W. Hale-White (Correspondence). 


Jan. 14, 1928. 
Results of treatment of uterine cancer. (General Article). 
Treatment of cancer by radium. G. E. Birked (Correspondence). 
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: Jan. 21, 1928. 
Placenta preevia in four successive pregnancies. T. MacCarthy. 
Draining the septic uterus. D. Watson (Correspondence). 
The preventive frame of mind in midwifery. J. Cook (Correspondence). 


Jan. 28, 1928. 
Ruptured ectopic gestation occurring on both sides. E. G. Collins. 
Quinine in obstetric practice. W. M. Hewetson (Correspondence). 
Treatment of cancer by radium. W. Fletcher Shaw (Correspondence). 


Feb. 4, 1928. 
Draining the septic uterus. A. R. Hobbs (Correspondence). 
Feb. 11, 1928. 
*Quinine in obstetric practice. D. A. Mitchell (Correspondence). 
Shock and abortion. ‘Senex’? (Correspondence). 
Feb. 18, 1928. 
*Eclampsia. H. T. Johnson. 
The future of obstetrics. G. W. Theobald (Correspondence). 
Feb. 25, 1928. 
Ergot poisoning among rye bread consumers. J. Robertson and H. T. 
Ashby. 
The influence of parturition upon insanity and crime. A. I,. McIlroy. 
The future of obstetrics. R. A. Pearce (Correspondence). 
Shock and abortion. R. H. Paramore and E. E. Nicholl (Correspondence). 
Vulvo-vaginitis in children. A. E. Somerford (Correspondence). 
Mar. 3, 1928. 
Shock and abortion. F. G. Crookshank (Correspondence). 
Mar. 10, 1928. 
The future of obstetrics. A. Z. C. Cressy (Correspondence). 
Mar. 17, 1928. 
*Genital displacements. V. Bonney. 
Midwives and ante-natal work. A. I.. McIlroy (Correspondence). 
Shock and abortion. T. J. Hollins (Correspondence). 
Mar. 24, 1928. 
Midwives and ante-natal work. M. Donaldson (Correspondence). 
Shock and abortion. R. H. Paramore (Correspondence). 
Mar. 31, 1928. 
*Advances in the treatment of cancer of the cervix. H. R. Spencer. 
*Treatment of cancer of the cervix by irradiation. M. A. Cheval. 
*Treatment of gonorrhoea in women by swabbing with mercurochrome and 
flavine. R. S. S. Statham. 
Midwives and ante-natal work. H. G. Westley (Correspondence). 
The expectant mother. A. N. Barford (Correspondence). 
The protection of maternity. W. M. Penny (Correspondence). 


The preventive frame of mind in midwifery. 

Obstetrics is unfairly compared with medicine and surgery. These are 
concerned with the pathological whereas obstetrics is concerned with the 
physiological. It is essentially a branch of preventive medicine. This has 
not yet been fully realised by the community. It embraces the doctrine 
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of ante-natal examination and supervision, and this should be followed by 
natural labour where possible. To procure this, hospital accommodation 
should be increased. Delivery should be followed by post-natal care and 
co-operation with the pediatrician. The clinical teaching of students is 
inadequate and more facilities for practical experience are needed. In 
order to secure these ideals active co-operation with the administrative 
section of the profession is needed. 


Induction of premature labour in relation to mental disease. 

The author quotes full clinical details of seventeen cases of mental 
disease and pregnancy. The reasons why pregnancy was terminated or the 
reverse are given in each instance. A short review on the ethics of 
therapeutic abortion is given, based on the combined meeting of the 
Medico-Legal Society and the Section of Obstetrics of the Royal Society 
of Medicine in January 1927. 


Quinine in obstetric practice. 

In advocating the use of quinine before labour, Mitchell gives the 
following advantages : (1) General health improves (2) Duration of labour 
is shortened (3) Retraction of the uterus is uniformly good. He gives gr. % 
three times a day for the last three weeks. 


Eclampsia. 

The author has treated 27 cases of eclampsia with two deaths. The 
method employed consists of gastric lavage followed by chloral gr. xxv 
and pot. brom. gr. xxv. A rectal enema of mag. sulp. % oz. in Io oz. of 
water. Senna and mag. sulph. are also given by mouth followed two minims 
ot croton oil in olive oil. Veratrone 4 c.c. is given if the pulse is full or 
over 110. If the patient is unconscious the croton oil, pot. brom. and chloral 
are given by the rectum. He does not approve of morphia as a routine. 
He delivers under ether if labour is in the second stage. A table of the 27 


cases is given. 


Genital Displacements. 

The genital canal is supported by three main structures : (1) the broad 
ligaments act as stay ropes (2) the cardinal ligaments and pubo-cervical 
musculo-fascia which hold up the cervix and vagina down to the levatores 
ani, and (3) the levatores ani and pelvic floor which hold up the lower 
ends of the vagina and rectum. This part is most liable to injuries during 
child-birth. The cardinal ligaments and the pubo-cervical sheet form the 
pelvic shelf which is approximately parallel to the pelvic brim and the 
pelvic floor lies at an angle of 45 degrees to the pelvic shelf. Retroversion 
may be brought about: (1) by relaxation of the broad ligaments (2) by 
weakness of the pelvic shelf, and (3) by retroversion of the whole pelvic 
shelf. In this case the vagina is also retroverted 

Prolapse starts as a bulge of the vaginal wall in front or behind. When 
the uterus is retroverted, coils of small intestine press on the back of the 
bladder and the vagina may bulge in front particularly if the anterior part 
of the pelvic floor is relaxed. The bulge may occur above the trigone of 
the bladder, opposite the trigone producing a cystocele, or below the trigone 
displacing the urethra. Prolapse of the anterior vaginal wall may occur 
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rarely without retroversion but weakness of the pelvic shelf is also neces- 
sary. This can hardly occur except as a result of parturition. Prolapse of 
the posterior vaginal wall is the result of post-parturient weakness of the 
pelvic floor. The vagina is carried down and the rectum then becomes 
buckled forward as its anterior support is lost. A rare form of prolapse 
occurs when the upper inch of the posterior wall bulges. This forms a true 
hernia of the pouch of Douglas. 

The operative treatment may be to repair the faulty supports or t: 
substitute other supports, e.g. ventral fixation. 

Retroversion may be treated in nulliparze by shortening the round 
ligaments or by a sling operation. In cases in which the vagina and pelvic 
shelf are also retroverted, ventral fixation also holds the uterus up and 
corrects the fault. Prolapse of the anterior vaginal wall may be corrected by 
anterior colporrhaphy or Fothergill‘s operation if there is also vault pro- 
lapse. Rectocele is cured by posterior colpoperineorrhaphy. Undue narrow- 
ing of the vagina must be guarded against. Ie Fort’s operation is valuable 
in elderly subjects. 

If retroversion is present it must be corrected but it is important to note 
whether the uterus is of sufficient length to reach the abdominal wall. 

Every case must be treated differently so that the parts concerned are 
left as good as new. 


Advances in the treatment of cancer of the cervix. 

Spencer traces the history of the treatment of cancer of the cervix from 
Blundell who in 1828 first removed a cancerous uterus to the present. 
Prior to this Osiander in 1807 had removed a cancerous cervix. This paper 
opened the discussion at the Medical Society of London in which Dr. Max 
Cheval of Brussels read the following paper. 

Treatment of cancer of the cervix. 

Glosse and Reding of Brussels have shown that the glucose tolerance test 
is altered in patients with malignant tumours. In such cases the blood 
sugar ascends higher and drops more slowly than in normal persons. In 
addition such patients have a pH above the normal. When treated by 
surgery this state may persist for years but when treated by irradiation and 
“cures” these signs disappear. 

In 1919 Regaud’s technique was adopted. Needles were abandoned very 
early as their action is too local and too caustic. Regaud’s technique 
has been combined with Doel’s radium drainage technique with some 
success. 

Since 1926 an apparatus containing four grams of radium element has 
been used, by which the small pelvis is irradiated with equal intensity 
throughout. In spite of the enormous dose the patient is neither shocked 
nor rendered anzemic. 


Treatment of gonorrheea in women by swabbing with mercurochrome and flavine. 
The author found that the use of mercurochrome and to a less extent 
flavine, shorten the average duration of treatment from 153 days to 39 days. 
The technique is as follows. The vagina is washed out with weak boric 
acid solution. A large fenestrated Cusco’s speculum is inserted and the 
vagina and fornices fully stretched. All muco-pus is washed out with weak 
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boric acid solution. The whole surface is then swabbed with one per cent. 
mercurochrome. The urethra is treated by running a small quantity of the 
solution into the bladder where it is retained for a few minutes. In some 
cases I-1000 flavine may be used in the same way 


Arnold Walker. 


Proceedings of the Royal Society. 


Series B, Vol. 102, No. 713, Aug. 2, 1927. 
A study of the direct and indirect action of X-rays upon the tissues of the 
embryonic fowl. T. S. P. Strangeways and H. B. Fell. 
*On the occurrence of the cestrous cycle after X-ray sterilization Part IV. 
Irradiation of the adult during pregnancy and lactation; and general 
summary. A. S. Parkes. 


Series B, Vol. 102, No. 716, Dec. 1, 1927. 

The development and morphology of the gonads of the mouse. Part II 
The development of the Wolffian body and ducts. F. W. R. Brambell. 
Series B, Vol. 102, No. 717, Jan. 2, 1928. 

*Triplet children in Great Britain and Ireland. R. A. Fisher. 
Series B, Vol. 102, No. 719, Mar. 1, 1928. 
*Changes in the ovary of the mouse following exposure to X-rays. Part IV. 
The corpus luteum in the sterilized ovary and some concluding experi- 
ments. F. W. R. Brambell, V. Fielding and A. S. Parkes. 


On the occurrence of the cestrous cycle after X-ray sterilization. Part IV. Irradiation 
of the adult during pregnancy and lactation. 

Parkes thus summarizes Part IV on irradiation of the adult during 
pregnancy and lactation :— 

1. Irradiation during early pregnancy usually results in reabsorption 
or abortion, so that the corpora lutea present at this time fail to become 
true persistent corpora lutea of pregnancy and cestrus supervenes soon 
after the irradiation. 

2. Irradiation during lactation though causing follicular disintegration, 
does not affect the persistent corpora lutea of lactation, and these are caused 
to become histologically ‘‘permanent.”’ 

3 These corpora lutea, though ‘‘permanent,’’ cannot be shown to retain 
their cestrus-inhibiting power for any appreciable period longer than the 
funtional life of the normal persistent corpus luteum. 

4. The possible duration of lactation is not affected by sterilization at 
the beginning of the lactation period. 

In his general summary of this series of papers, Parkes shows that 
irradiation of the female at three weeks old results in complete degeneration 
of ova, granulosa cells and theca interna, where it has differentiated, and 
the ovary subsequently comes to consist almost entirely of extra-follicular 
tissue, i.e. proliferations of the germinal epithelium. In animals radiated at 
birth, the course is usually similar but in some cases the proliferations from 
the germinal epithelium become very luteal-like. When the animals irra- 
diated before puberty become adult, the normal cyclic cestrous changes are 
found in the accessory organs except in those in which the ovary has under- 
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gone luteal degeneration. Irradiation of the adult, though obliterating the 
follicles as such did not eliminate follicular tissue from the ovaries, though 
no post-irradiation proliferation of the germinal epithelium took place. 
In the irradiated adult the cestrous cycle is normal as regards the extra- 
ovarian features and no hiatus can be detected either immediately after 
irradiation, or later when follicular disintegration has become complete. 

-arkes considers that the alternating maturation of Graafian follicles 
and corpora lutea is not essential for the production of the cyclic cestrous 
changes in the accessory organs and that the periodicity of cestrus is not 
determined by the periodic follicular maturation. These experiments raise 
two points: (a) what is the mechanism whereby the periodicity of the 
cestrus is brought about ? and (b) by what means are cestrus and ovulation 
synchronised ? The first of these problems still remains to be studied, but 
it has been tentatively suggested that the periodicity of cestrus results 
fiom the periodic attainment of a threshold value on the part of the cestrus- 
producing hormone. The second problem has been partially solved and 
Parkes considers it highly probable that the synchronisation of ovulation 
and cestrus is brought about by their being dependent on a common 
stimulus. 


Triplet children in Great Britain and Ireland. 

Fisher finds that measurements taken at a fixed age of 115 surviving 
triplet children show no distinct difference in stature from children by 
single birth. The average degree of resemblance between triplet children 
oi opposite sex does not differ appreciably from that of twins of opposite 
sex or of fully grown brothers and sisters by different births. The differ- 


ences between triplets of like sex are intermediate in magnitude between 
those found by Dahlberg in groups of like-sex twins classified as mono- 
zygotic and dizygotic respectively. 


The comparison indicates that about 
54 per cent. of the like-sex triplet pairs measured were ‘monozygotic. 
The correlation between triplet children of like-sex, the estimate of which 
could be improved by a better knowledge of the general population, agrees 
well with that found for like-sex twins in Lauterbach’s measurements and 
indicates a correlation between monozygotic pairs of about 0.92. 

The triplet pedigrees show a significant excess of multiple births in the 
families of both father and mother. With the father the excess consists 
wholly of like-sex twins, the paternal influence being only exerted in 
the production of diembryony. It is probable a priori that the heritable 
constitution of the mother exerts an equal influence in this respect, but 
more data are required to establish this. Since the maternal inheritance is 
not much stronger than the paternal, it is probable that dizygotism is less 
strongly inherited than is diembryony : this view is supported by the well 
established increase in multipie births with increasing age of the mother, 
which effect appears to be confined to dizygotism. 


Changes in the ovary of the mouse following exposure to X-rays. Part IV. The 
corpus luteum in the sterilized ovary and some concluding experiments. 
Brambell, Fielding and Parkes irradiated the ovaries of 64 mice during 
pregnancy and lactation and obtained results similar to those in non-parous 
adults. Absence of neo-formation of oocysts after X-ray sterilization was 
observed. The degenerative changes in the corpora lutea start at the same 
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age in the sterile as in the normal ovary, but proceed more slowly and the 
old corpora lutea become practically permanent components of the sterile 
ovary. This is attributed to the absence of competition with maturing 
follicles and new corpora lutea. Two cases of compensatory hypertrophy of 
the sterilized ovary after unilateral ovariotomy and two cases of regener- 
ated ovarian tissue sterilized by X-rays are described. Both resemble the 
tissues of a sterilized normal ovary. 


| Sy) Ope dhe 


The Canadian Medical Association Journal. 





Nov. 1927. 
*HWeemorrhage in pregnancy. J. D. McQueen. 

*Torsion of hydrosalpinx. R. H. I. O’Calligan. 
*Goitre and pregnancy. J. R. Dean. 


Hemorrhage in pregnancy. 









Hemorrhage occurring at any stage of pregnancy is important and 
calls tor careful investigation. A full history of the case will tell much. 
Severe haemorrhages are more common in late pregnancy. Other causes 
of heemorrhage such as possible menstruation, polypus, malignant growth 
of cervix, ruptured varices and injuries and especially ectopic pregnancy, 
must ever be remembered. Abortion is by far the commonest cause of 
hamorrhage. This too trequent complication could be reduced by avoidance 
of acts tending to initiate it and by less haste in regarding a threatening 











case as inevitable. Haemorrhage may be severe and yet pregnancy continue. 
Unless rhythmic contractions are present blood loss in the first ten weeks 
seldom urges interference. Vaginal examination should be judicious, rectal 
giving information regarding cervix, intra- and extra-uterine pregnancy. 
Accidental haemorrhage, or premature separation of normally implanted 
placenta, concealed or external, is in severe form one of the gravest compli- 
cations of pregnancy. Fortunately its incidence is low. Its percentage 
appears to increase in direct ratio to age and multiparity. Controversy 
rages over the cause; most authorities agree in the frequent association 
with toxcemia. Disorders of the utero-placental vessels probably predispose 
to haemorrhage. Trauma, when a cause, produces a less severe type than 
toxicosis. Browne produced a chronic oxalate nephritis in rabbits. Late 
in pregnancy an acute and subacute exacerbation was produced by injec- 
tions of oxalate and organisms. 









In all cases so treated, accidental internal 
and external haemorrhage resulted together with placental infarction and 
haemorrhage into the uterine musculature, a clinical and pathological 
picture identical with that found in the severe type of accidental heemorr- 
hage in woman. Iemorrhage occurs under the decidua basilis and strips 
the membranes to reach the external os. Blood may bulge the uterine wall 
or burst into the amniotic sac. In severe types the uterine muscle may 
be disintegrated, blood escaping into the peritoneal cavity. The clinical 
picture in moderate or severe types is a pale distressed patient complaining 
of abdominal pain; shock is evidenced. The uterus is enlarged, tender, 
hard; no factal heart is heard or parts felt; serous or dark bloody discharge 
from the vagina is seen; no placenta is felt in the lower segment. 
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In treatment the aim is to combat shock, to empty the uterus, and to 
stop hamorriiage beiore aud after delivery. Blood transiusions and intra- 
venous substitute fluids and morphine, as indicated, should be given. 
Rupture the membranes, apply a binder, and give small doses of ergot or 
pituitrin. Do not forcibly dilate the cervix. It is the worst procedure in 
obstetrics to increase existing shock. Avoid version, vaginal tamponade 
or hydrostatic bag as useless. If there are no contractions and anemia 
increases, start transfusion and perform Cvesarean section. For the severe 
case where the cervix is firm, trausfuse and deliver by Caesarean section. 
Maternal mortality is from three to fifteen per cent., fwtal is always very 
high. 

Placenta Praevia : The cause is unknown. Multiparity, rapidly recurring 
pregnancies, endometritis and subinvolution appear to be connected. A 
painless heemorrhage, profuse or slight, in the last three months of preg- 
nancy is the most outstanding and significant symptom. The more complete 
the placenta previa, the earlier the liability to hemorrhage; severe 
hemorrhage does not mean that the os is encroached upon. Malpresenta- 
tions and non engagements of the presenting part are likely. 

Hemorrhage in the last month of pregnancy demands a diagnosis ; 
vaginal examination is the only sure means. A word of warning here: the 
gentlest intra-cervical manipulation may start furious haemorrhage. Pre- 
pare the patient as for delivery with the strictest aseptic precautions before 
examining. The cervix is soit and the os admits one or two fingers, so that 
the placenta and its degree of encroachment can usually be recognised 
through the os, often throught the fornices. Hemorrhage, sepsis and 
injuries to the lower uterine segment, alone or in combination, are the 
usual causes of a very high mortality among mothers : asphyxia and pre- 
maturity account for the high percentage of foetal deaths. 

Treatment :—When the diagnosis is made, waiting carries a heavy 
responsibility. The first haemorrhage may be severe but is rarely fatal, the 
second may be the last. Up-to-date hospital treatment should always be 
employed where possible. A suitable donor should be held in readiness for 
use before, during, and after delivery, 

Due consideration of the condition of the patient, previous interference, 
situation of the placenta, period of gestation, state of the cervix and parity, 
in order named, will as a rule place the patient in one of two groups : one 
to be treated by conservative and one by radical means. Do not add undue 
risk to the mother by trying so save a premature child. 

In mild cases with head engaged or ready to be, patient in labour, 
hemorrhage slight, simply rupture membranes, properly apply a binder 
and exercise patience. It is easy to rupture the soft spongy placental site, 
opening up large blood sinuses. The author agrees with Kellogg that this 
is the cause of some deaths. Vaginal tamponade almost prohibits subse- 
quent Caesarean section by increasing risk of sepsis and should be used 
only in emergencies where other methods are impossible. 
played a major role in the past by Braxton Hicks’ method. 
suggests external version to lessen internal manipulation. 


Version has 
Munro Kerr 
The thigh and 


breech tend to press effectually on the separated site and arrest heemorrhage. 
If the placenta has to be traversed to bring down a foot, the baby nearly 
always dies. The worst feature is that it tempts to hurry delivery. When 
preceded by tamponade the mortality is very high. Hydrostatic bag may 
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be used to dijate the cervix and stop hemorrhage. The claim of its advo- 
cates to a lessened foetal mortality is not supported by the results of many 
clinics. Rapid dilatation and delivery by whatever means is altogether to be 
condemned. Czesarean section is being increasingly indicated. Previous 
tamponade or manipulative interference deny its use to many, and its use 
is limited to hospital practice. Watson’s and Miller’s conclusions from 
facts and statistics are: the best results for mother and child are obtained 
from extreme methods (1) Conservative treatment with little or no inter- 
ference; (2) Radical treatment or Czesarean section. 

From Winnipeg General Hospital records of 2,000 consecutive cases, 
nine were of accidental haemorrhage. The average age was 33; previous 
piegnancics averaged five. In six, gestation was 35 weeks or more. One 
vave a history of trauma, external haemorrhage was present in all, six being 
piofuse. Abdominal pain and tenderness were noted in one case. Mem- 
branes were ruptured and binder applied. Deaths, five foetal, no maternal. 

In the same 2,000 cases placenta praevia occurred 16 times. One died on 
admission, the rest survived. Three children lived, each one born a vertex. 
Hydrostatic bag used once—stopped hemorrhage during dilatation, baby 
died. Once vaginal tamponade used before version, mother had a mild 
subsequent pyrexia. In nine cases version done and a leg brought down— 
all babies died. 


Torsion of hydrosalpinx 

Multipara, age 35, previously well, menstruation normal, taken suddenly 
ill with acute abdominal pain and vomiting. Pain at first central, settled in 
left side and became very. severe. After 24 hours, patient looked ill, colour 
poor, skin clammy and moist, pulse 120, temperature normal, respirations 
shallow. Enemas were effectual. No leucocyte count, chest negative, 
abdomen moved freely, fullness in the left lower quadrant reaching umbili- 
cus, soft on palpation except over a globular swelling in left lower 
quadrant. This latter appeared fixed and was very tender. 

Bi-manually, the uterus was small and normal in position; the lower 
pole of the mass seemed to be continuous with the uterus; the right 
fornix was negative. 

Diagnosis :—Ovarian cyst with torsion of the pedicle. Operation 
advised. 

Operation :—Midline incision. Free fluid in abdomen: large cystic 
tumour—found to be a large hydrosalpinx of right Fallopian tube— was 
carefully delivered and removed. There were three twists of the pedicle 
which with the cyst was quite black. Both ovaries were normal. Recovery, 
normal. 

Remarks :—The first case was reported by Bland-Sutton in 1891 
Hastman recently reported gi cases in the literature to date. Roeder ob- 
serves that this condition usually affects the right Fallopian tube and simu- 
lates ovarian cyst with torsion of the pedicle, but there is less shock. 


(ioitre and pregnancy. 

\ farmer’s wife, age 32, healthy and robust, no illness, except influenza, 
for ten years. She had a simple goitre of mederate size. Husband was a 
strongly built healthy man, but also had a small simple goitre. Six 
years ago she gave birth to an anencephalic monster. Sixteen months ago 
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she gave birth to another. Both died a few moments after birth. Shortly 
after the last birth both husband and wife were put on iodine medication, 
and in a few months the goitres of both had nearly disappeared. One week 
ago a normal healthy boy of eight and a half pounds ws born to them. 
Numerous goitres were noticed in this district and it was also observed that 
in a certain percentage of births the babies had enlargement of the thyroid 
gland, two being well marked. The older children in these two families 
had decided goitres. During the last four years some form of iodine has 
been given in the last three or four months of pregnancy—as soon as the 
patient came for pre-natal care. To mother so treated there has not been 
born a single child with goitre. In a goitrous district such as this, (Elnora, 
Alta.) it is suggested as a result of the above observations, that both 
parents be treated before conception, the mother continuing during 
gestation. 


J. Lyle Cameron. 


American Journal of Obstetrics and Gynecology. 


September, 1927. 

The responsibility of the obstetric teacher in relation to maternal mortality 
and morbidity. B. P. Watson. 

*A study of an undiscribed type of premature separation of the normally 
implanted placenta. J. Hofbauer. 

*Amniotic fluid as a possible factor in the etiology of eclampsia. M. R. 
Warden. 

*Tiver function in pregnancy. H. J. Stander. 

*Diabetes and pregnancy. H. J. Stander. 

Comparative studies of the blood cholesterol in women. I. Rosen and F. 
Krasnow. . 

The cure of chronic gonorrhcea in the female by means of a single subcu- 
taneous injection of live gonococci. A. Loeser. 

Fibromyoma of the uterus and pregnancy. R. Pierson. 

Periodicity of sex desire. Part 2. Married Women. K. Davis. 

The disadvantages of the prolonged period of postpartum rest in bed. 
H. J. Epstein and A. J. Fleischer. 

The differential diagnosis of right-sided abdominal pain. U. Maes. 

Trachelopasty versus tracheloplastering. M.O. Magid. 

Uterus duplex unicollis. W. Dannreuther. 

Report of a foetal sexual anomaly. N. Thompson and J. Bell. 

Sarcoma of the recto-vaginal septum. O. Gordon. 

Fibromyoma of the cervix. P. Reel. 


October, 1927. 
*Peritoneal endometriosis due to the menstrual dissemination of endo- 
metrial tissue into the peritoneal cavity. J. Sampson. 
*Ovarian metastasis with cancer of the uterine body. E. Novak. 
Total versus subtotal abdominal hysterectomy. J. Masson. 


Transplantation of the ureters into the bowel to secure sphincteric urinary 
control in incurable vesico-vaginal fistule. R. Peterson. 
Two new ideas on the mechanism of cervical lacerations during labour. 


J. B. Lee. 
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The amniotic fluid and its quantitative variability. F. Taussig. 

Yoxic goiter in its relation to the gynecologic patient. R. Smith. 

The treatment of piacenta previa by prophylactic blood transfusion and 
Czesarean section. A. Bill. 

Surgery versus radiotherapy in the treatment of tumours of the uterus. 
G. B. Miller. 

A study of the effects of blood transfusion in obstetric and gynzecologic 
conditions. J. O. Polak. 

Pyelitis in pregnancy. B. Corbus and W. C. Danforth. 

The study of still-births occurring in 4,000 consecutive deliveries. E. 
Lyon. 

November, 1927. 

*Rhythmic contractions and peristaltic movement of the intact human 
Fallopian tube. I. C. Rubin. 

*Qbservations upon the coexistence of carcinoma of the fundus uteri and 
pregnancy. Edward Schumann. 

*Carcinoma of the uterine cervix. H. Schmitz. 

A gynecologist looks at prostitution abroad. R. I. Dickinson. 

The surgical treatment of imperforate anus. L. P. Bell. 

*The treatment of contraction ring dystocia with adrenalin. M. Rucker. 

Iiow shall we deal with the cancer menace? G. Fitz-Patrick. 

*Cancer of the uterus following an interposition operation with a review 
of other reported complications. J. McGlinn. 

*Respiratory emphysema in labour. C. Gordon. 

An office obstetric card. H. Goodrich. 

*Prophylactic external version. R. Bartholomew. 

*Clinical signs of foetal distress during labour. F. C. Freed. 

Selected Abstracts. Radiology. 


December, 1927. 

*The ovary in osteomalacia. J. H. Fraser. 

*The formation of an artificial vagina by a new plastic technic. R. T. 
Frank and S. H. Geist. 

*The “safe period” as a birth control measure. R. L. Dickinson. 

*Blood bilirubin in ectopic pregnancy. E. Horowitz and T. Kuttner. 

*Backache from an obstetric and gynacologic standpoint. T. Adams. 

Uterus didelphys. C. Levison and M. Wolfson. 

*Spinal anesthetics in obstetrics. S. Cosgrove. 

*Ureteral stricture. C. Mazer. 

*Colporrhexis, or rupture of the vault of the vagina, with the report of a 
case. ‘T. Gamble. 

*An analysis of the maternal and foetal deaths in a series of two hundred 
and ninety-one Cresarean sections. H. Miller. 

*The toxcemias of pregnancy in relation to chronic cardiovascular and renal 
disease. J. Corwin and W. Merrick. 

4“ case of human cyclopia resembling anophthalmia. C. Bachman.. 

Cortical necrosis of the kidneys in pregnancy. J. Manley and F. Kilman. 

The evaluation of methods in obstetric analgesia and anesthesia; with 
special reference to gas-oxygen. C. Davis. 

Dystocia due to fecal impaction resembling a pelvic tumour. W. Rambo. 

Selected Abstracts. 
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January, 1928. 

*Epidermidalization of the cervix uteri and its relation to malignancy. 
C. Fluhmann. 

*A new obstetric forceps. L. Barton, W. Caldwell and W. Studdiford. 

*The present status of therapy of cancer of the uterus. J. Polak. 

*\bdominal reposition in acute inversion of the puerperal uterus. 
Huntington, F. Irving and F. Kellogg. 

Endocrine therapy. R. Frank. 

*\ case of recurrent torsion of the Fallopian tube with hematosalpinx. J. 
Casagrande. 

A case of sympus dipus. M. Dreyfuss. 

*Biochemical studies of human semen and its relation to mucus of the 
cervix uteri. R. Kurzrok and E. Miller. 

*The alleged synergism of magnesium sulphate and morphine. H. 
Beckman. 

Ovarian dysfunction dependent on abnormalities of the ductless glands 
B. Hirst. 

*Rupture of the uterus in the scar of a previous Czesarean section occurring 
twice in the same patient within one year. M. Gelpi. 

Hernia funiculi umbilicalis, with report of three cases. A. Hebert. 

A new style funnel for use with the electric or Kieth water power breast 
pump. F. McNalley. 

Collective review—New books. R. T. Frank. 


February, 1928. 

Malignant psychoses related to child-birth. G. Zilliboorg. 

*Coexisting extra-uterine and intra-uterine pregnancy with the report of a 
case and a study of thirty-five cases published since 1913. A. Stein. 

A plea for early diagnostic curettage and routine microscopy of curet- 
tings for the detection of adenocarcinoma of the uterus. L. Ladin. 

*The influence of supplementary feeding of carbohydrate upon lactation. 
I. Kleiner, J. Tritch and L. Graves. 

Defundation of the uterus as a conservative measure in myomas and 
hyperplasias of the endometrium. A. Hertxler. 

Separation of the symphysis pubis during labour. W. Brehm and H. V. 
Weirauk. 

*On the distribution of endometrial cysts. M. Goldstine. 

*Congenital absence of the vagina. C. Davis and R. Cron. 

Pelvic symptoms in women of non-genital origin. E. Schumann. 

Twisted ovarian cyst in a five year old child. H. Kincaid and E. Andrews. 

The relation of hypertension of the menopause to arteriosclerosis. A 
Nielson. 

Tubal pregnancy at term. A. C. Williamson. 

A combined pessary for non-operative palliative correction of cystocele 
and retroversion. H. Strongin. 

Clinical end-results following diathermy in gynecologic conditions. 
Hyams. 

*A case of premature separation of the normally implanted placenta with 
an unusual family history. J. Miller. 

Gordon of Aberdeen. H. Thoms. 

Report of a case of calcified fibro-myoma of the uterus. J. Troutt. 

Report of bi-lateral dermoid cysts of the ovaries. A. B. Poppen. 


M. 
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A study of an undescribed type of premature separation of the normally implanted 
placenta. 

Hofbauer reports this case on acount of the profuse concealed haemorr- 
age which was caused by the separation of a very small area of placenta. 
He thinks that the specimen serves to provide confirmatory evidence of 
a statement made by Williams that hemorrhage into the depths of the 
decidua appears to be the immediate factor in bringing about detachment 
of the placenta. 


Amniotic fluid as a possible factor in the etiology of eclampsia. 

Warden found in a series of ten female rabbits which were given intra- 
venous injections of amniotic fluid of the rabbit that three had convulsions. 
The others developed no symptoms. The theory is suggested that eclamp- 
sia may be due to the sudden accidental injection of a considerable amount 
of amniotic fluid into the maternal blood stream. 


Liver functions in pregnancy. 

The following are the conclusions drawn by Siegel from his investiga- 
tions and those of other :— 

(1). Bromosulphthalein is valuable as a liver function test and eliminates 
the dangers of phenoltetrachlorphthalein. 

(2). Hypertension without impairment of liver function may mean a 
good prognosis. Retention of bromosulphthalein with normal blood pres- 
sure indicates perhaps a mild type of involvement which seems to take 
care of itself. 

(3). It is valuable in pre-eclamptic cases in the classification of the degree 
cf toxicity and reaction to treatment, and in differentiating nephritic from 
toxic eclampsia. It is also useful in differentiating the neurotic from the 
texic form of vomiting of pregnancy and may be a useful aid in the 
prognosis in eclampsia. 


Diabetes and Pregnancy. 

From a study of three cases of diabetes in pregnancy, the authors state 
that a patient may improve during the second half of pregnancy from the 
action of the foetal pancreatic hormone, from the excessive utilization of 
the maternal carbohydrate by the foetus as well as by some unknown 
carbohydrate metabolic change. With careful dieting and if necessary 
insulin the diabetic can often be taken to term without trouble. The first 
half of pregnancy does not appear to have any beneficial effect upon 
diabetes such as is noted in the second half. 


Peritoneal endometriosis due to the merstrual dissemination of endometrial tissue 
into the peritoneal cavity. 

The summary of this very long and interesting article by Sampson is as 
follows :—Menstrual blood escapes into the peritoneal cavity from (1) the 
rupture or perforation of endometrial cysts or cavities of the ovary and 
possibly of other pelvic structures; (2) menstruating endometrial tissue 
growing on the surface of the ovary and other pelvic structures; (3) the 
uterine cavity as a back-flow through the Fallopian tubes ; (4) menstruating 
tubal mucosa. All menstrual blood irrespective of its source, at times, 
contains bits of endometrial tissue set free by menstruation. Such tissue 
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is sometimes alive and will grow if transferred to suitable situations. The 
peritoneum and ovary are both suitable situations. The peritoneal lesions 
often occur in situations and under conditions suggesting their origin 
from menstrual blood. The local reaction of the serosa to the endometrial 
tissue is similar to that found in peritoneal carcinosis of implantation 
origin. 

These studies indicate that peritoneal endometriosis sometimes arises 
from the implantation of endometrial tissue disseminated by menstrual blood 
escaping from the uterus into the peritoneal cavity. Endometrial and tubal 
tissue disseminated by other means may do the same but this phase of the 
subject will be considered in a later paper. 


Ovarian metastasis with cancer of the uterine body. 

Novak from a study of his own material and also from a review of the 
literature considers that the lymphatics constitute the most frequent route 
for the extension of the corporeal cancer to the ovary. The danger of 
squeezing cancer cells into lymphatics during operation is lessened by 
the early application of clamps to the broad ligaments and by avoiding 
compression of the uterus. The ligature of the Fallopian tubes is an extra 
precaution which seems worth while. Issue is taken with Sampson who 
advises against diagnostic curettage upon the grounds that many un- 
necessary hysterectomies would be performed and a certain number of un- 
necessary deaths would be caused. 


Rhythmic contractions and peristaltic movement of the intact human Fallopian tube. 

Rubin describes experiments to prove that the Fallopian tubes are 
capable of muscular contractions. He uses a kymograph attached to an 
insufflation apparatus and manometer. When a pig’s uterus, immersed in 
Tocke’s solution, is insufflated with oxygen visible rhythmic contractions 
are noted. Thus a contraction resulted in an upward stroke on the 
smoked drum, and the release of the gas from the tubes a downward 
stroke. He also describes a characteristic gurgling, bubbling sound when 
the insufflation is carried out immediately on removal of the human genital 
organs from the body and placed in Locke’s solution, which differs during 
a contraction or relaxation as recorded on the kymograph. He then de- 
scribes the tracing on the kymograph in insufflation of the uterus in the 
living subject at a constant pressure-rate-flow when the tubes are patent 
and the absence of the pressure variation when the tubes are not patent. 
He excludes the uterus as being the site of contractions by carrying out the 
test in the usual way and noting the initial pressure rise and the initial 
drop of pressure. Thus he establishes the degree of patency of the tubes, 
removes the canula and ties on a rubber bag previously tested to withstand 
a pressure of 200 m.m. Hg. This he inserts into the uterine cavity and 
allows the same gas rate flow to inflate it. When the pressure point was 
reached the drum was set in motion and the writing point described a 
horizontal line and no fluctuations. The possibility of tubal elasticity being 
the cause of the fluctuations was not forgotten. He points out that these 
fluctuations are not obtained on insufflation of dead tubes or when experi- 
ments were made with rubber tubing. The variation of sound heard on 
auscultation of the anterior abdominal wall during peruterine insufflation 
was similar to that noted on insufflation of the pig’s uterus and tubes when 
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immersed in Locke’s solution and synchronous with the recording kymo- 
graph. He also describes the slight variations of the kymographic curves 
due to increase of intra-abdominal pressure, such as by coughing or volun- 
tary contractions of muscles. Narcosis definitely lessens the rate and 
amplitude of the curves which in some cases may be abolished—straining 
cfiorts on the prt of the patient, if it results in a rise of pressure, proves the 
patency of the tubes. 

He then describes the demonstration of tubal peristalsis by intra-uterine 
lipiodal injection and fluoroscopic examination. Out of 30 cases studied 
centractions were noted in 13—the patency or not of the tubes having been 
first established by peruterine tubal gas insufflation. He also notes that 
the uterus does appear to change its shape when injected up to the point 
of distension. 

He finally discusses the relationship between tubal contraction and 
ovarian activity, and the changes in the kymographic readings in cases of 
ovarian dys-function. 


Observations upon the coexistance of carcinoma of the fundus uteri and pregnancy. 

Schumann discusses the possibility of the coexistence of carcinoma of 
the fundus and pregnancy, mentioning the fact that many observers deny 
such a possibility. His review of the literature discloses the fact that this 
growth is a rare complication of pregnancy and usually results in abortion. 
His discussion involves the etiology of the disease and its commoner occur- 
rence in the nulliparous uterus and then shows how an adeno-carcinoma is 
usually very localised at first and should not be a bar to conception. He ends 
by describing a case where the uterus of a 1o-para was removed for adeno- 
carcinoma of the fundus after a diagnostic curettage and on sectioning of 
the organ was found to contain a normal two and a half months’ pregnancy 
with unruptured sac; below this was the greyish necrotic area of growth. 
He acknowledges the close resemblence of this growth to that of chorion- 
epithehoma and thinks that this mistake may have been made by other 
observers in describing their cases. He gives a short account of the 
microscopical characteristics of the growth and its diagnosis from that of 
chorion-epithelioma. 


Carcinoma of the uterine cervix. 

Schinitz discusses carcinoma of the uterine cervix under three headings 
(1) its etiology and relationship to infection and trauma of the cervix; (2) 
the clinical indications for the ditlerent forms of treatment, and (3) the 
histological indications for treatment and relationship to prognosis. 

Under etiology le is emphatic in saying that carcinoma never grows in 
healthy tissues and organs, and always has a focal beginning. Chronic 
inflammation causes a decrease in the differentiation activity of the epithelial 
cells which then grow into the depths and become atypical. Chronic inflam- 
matory lesions of the cervix are due to infection and give rise to erosions 
and liyperplasias and to lacerations and traumas. Infections are mainly 
gonococcal but may be caused by other pyogenic organisms. He is a strong 
advocate of the prevention of the occurrence of carcinoma by suitable forms 
af treatment of the local cervical lesion. All recent lacerations, eight to 
ten wecks after delivery, should be repaired by Emmet’s trachelorrhaphy ; 
ali old standing crosions should be excised by Sturmdorf’s operation or by 
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high cervical amputation. Recent erosions may be healed by the cautery 
method. He discusses the relationship between pregnancy and the incidence 
of cancer, and gives tables to prove that no definite relationship exists. ‘‘Nu- 
merous births do not favour the appearance of cancer. Inflammatory disease 
resulting from infections, irritations from without, and traumas apparently 
are the predisposing causes of malignant disease of the cervix.” 

Under clinical indications for treatment, he divides his cases into groups 
according to the extent of the disease. The first classification is that of :— 
(a) Primary; (b) Recurrent; i.e., renewed activity of the cells after a 
preceeding radium treatment, and (c) Secondary ; i.e., recurring after pan- 
hysterectomy. He then divides them up into groups as to whether they are 
clearly localised, borderline cases, clearly inoperable cases, or terminal 
cases. If localised, he advises surgery or radium with emphasis on radium 
alone if virulent streptococci are present. In borderline cases combined 
use of radium and X-rays. The same in the clearly inoperable cases, with 
palliative and symptomatic treatment in the ‘‘terminal’’ cases. 

In discussing the histological characteristics of the growths he draws 
attention to the fact that the prognosis is never certain after treatment of 
one case of group. This is due, he says, to the histological variations of the 
degrees of anaplasia of the cells; a high degree of anaplasia is always 
associated with a bad prognosis, while a high degree of differentiation a 
good prognosis. He classifies all his cases into one of four groups—each 
group being given a numerical ‘“‘Malignancy Index.’’ He claims by this 
method to be able to give a fairly accurate prognosis in any given case 
after the advised treatment has been carried out. 


The treatment of contraction ring dystocia with adrenalin. 
With the first few lines of his article Rucker warns his readers that he 
is writing about a condition of-which little is known. 


He makes no 
distinction between 


Bandl’s ring, contraction ring, or retraction ring, 
saying that the ring is always located between the lower noncontractile 
portion and the upper contractile part of the uterus. But he makes a 
clinical distinction between contraction and retraction rings, the former 
obstructing labour by fixing some part of the foetus and preventing re- 
traction of the lower segment while the latter occurs when there is obstruc- 
tion to labour from extrinsic causes. He mentions the various causes said to 
be factors in the etiology, including Harper’s theory that it is due to an 
abnormal irritability of the uterus, and then briefly describes the various 
forms of treatinent advocated and how all methods of obtaining relaxation 
of the ring usually fail. 

Rucker mentions the contradictory views held on the action of adrenalin 
upon uterine contractions and describes two cases in which he managed 
to get relaxation of the ring on injecting the drug. 
adininistered five minims of 1-1000 solution of adrenalin. 

He then embarks upon his theory of the action of adrenalin. The uterus 
is enervated by sympathetic nerves which convey inhibitory impulses and 
by para-sympathetic nerves conveying motor impulses. 


In each case he 


He is of opinion 


that the contraction ring is due to an abnormal sensitiveness of the para- 

sympathetic system and that adrenalin injection stimulates the inhibitory 

action of the sympathetic system. He mentions the fact that the palpita- 

tions, digestive disturbances, dermatographias, ete., seen in so many cases 
I 
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of pregnancy are exainples of an abnormal excitability of the autonomic 
nervous system. He ends by saying that if this is the case the exhibition 
of adrenalin would be physiologically and pharmacologically logical. 


Cancer of the uterus following an interposition operation with a review of other 
reported complications. 

MecGlinn briefly reviews the treatment of uterine and vaginal prolapse 
from 1537 until the present time. He advocates Watkin’s interposition 
operation as being the best form of treatinent in properly selected cases, 
guaranteeing almost 100 per cent. of cures. A review of the complications 
of the operation is made and of these, pregnancy is the most important. 
Many cases reported in the literature are mentioned, and in practically 
every case Cresarean section had to be performed for delivery. In a 
previous paper Stein drew attention to the marked prevalence of transverse 
presentations and of placenta preevia in the reported cases of pregnancy 
following the interposition operation. So McGlinn says that the operation 
is contra-indicated before the menopause unless artificial sterilization is 
carried out at the same time. ‘The other important complication he men- 
tions is that of bleeding from the uterine cavity either due to chronic 
endo-myometritis or malignant disease. Of the latter he reports a case 
ol an adenocarcinomatous polypus, for which he performed abdominal 
hysterectomy. He lays stress upon the great difficulty in passing a 
curette through the cervix into the uterine cavity for diagnostic purposes 
alter the inter-position operation and also upon the dense fixation of the 
bladder to the fundus of the uterus, making removal of the latter organ 
a hazardous and difficult operation. All diseased cervices should be re- 
moved by high amputation at the time of the original operation to minimise 
the risk of the subsequent development of cancer of the cervix. 


Respiratory emphysema in labour. 

In an interesting article dealing with this unusual complication of 
labour, Gordon describes two cases which came under his care and gives 
abstracts of 50 cases found in literature apart from the 77 already reported 
by Kosmak. Thus, in all, 130 cases have been recorded. Reading these 
abstracts of cases one is struck by their remarkable similarity. The great 
majority of them are primigravidie, though some are two- or three-para. 
In a few cases it has recurred in subsequent labours. In most cases it 
occurred during the second stage and usually with some violent expulsive 


effort; in a few during the first stage; while in some it was only noticed 
alter the third stage. In one case it was associated with eclamptic convul- 
sions; and in a small minority with a history of previous lung disease, 
such as pneumonia or consumption. The collection of air usually first 
apparent in the neck or cheek, spreads upwards over the scalp region 
or downwards to the nipple line or lower. 


Rarely there is any initial 
warning of pain or discomfort though in a few cases mention is made of 
a feeling of something giving away inside the chest. The emphysema 
is always in the cellular planes ’ 


in no case was pneumothorax demon- 
strable. 


Some cases were dyspnacic and showed embarrassment of the 
mwediastinuin which is suggestive of mediastinal emphysema. <A fatal 
result is almost unknown; usually all signs of swelling have disappeared 
within five to twenty-one days of the onset. Gordon is unable to form any 
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opinion on the etiology. All the cases seem to be due to some violent 
effort especially when labour has been delayed and troubiesome. The 
escape of air may occur from any part of the respiratory tract, though 
ohservers differ as to which is the commonest. Probably in most cases 
the rupture occurs within the chest and the air travels along the 
great vessels into the neck where it is easily diffused in the cellular 
planes. The trachea, though cartilaginous, is weak posteriorly and 
is the point of rupture in some cases. Again in those cases in which 
the swelling is first noticed in the cheek the upper air passages must be 
the site of rupture. Diagnosis is easy, the characteristic air crepitation 
being present. ‘Treatment is expectant. Rapid delivery is indicated for 
steadily spreading emphysema or symptoms of respiratory distress. 


Prophylactic external version. 

Bartholomew is a keen supporter of external version before term for the 
conversion of a less favourable into a more favourable presentation and 
says it is a much neglected phase of pre-natal care. In his opinion it is 
chiefly indicated for converting a breech into a vertex presentation, 
especially in primigravide, and gives figures proving that the number of 
still-births is thereby lessened. He gives an account of other obstetricians’ 
views on the subject and a long table of the success or non-success of 
fifty-four cases. He gives a list of contra-indications to the manipulations 
which includes marked pelvic contractions, multiple pregnancy, previous 
Czesarean scar, onset of labour, etc. He advises it to be done during the 
last two months of pregnancy, and says it is of no use attempting it before 
the thirty-second week. He does not think that pads and binders have any 
effect in keeping in place the new presentation. He favours the manipula- 
tion of flexing the foetus but agrees that in some cases it is more easily 
brought about by extension and that the extended position has no deleteri- 
ous effect on the future labour. The manipulation may be helped by the 
Tiendelenburg position but he is not much in favour of this method. 
Rarely is premature labour started because of the manipulation. He claims 
So to go per cent. reduction of breech presentations. In some cases the 
version may have to be repeated one or more times before the presentation 
remains cephalic. 


Clinical signs of fetal distress during labour. 

Freed discusses the significance of altered foetal heart sounds, the funic 
souffle and meconium in the amniotic fluid as clinical signs of foetal 
distress. He gives a short resumé of historical facts connected with aus- 
cultation of the foetal heart in utero, mentioning Von Winckel’s statement 
that a rise above 160 and a fall below too of the fcetal heart rate between 
contractions are signs of asphyxia. 

He emphasises the importance of listening frequently to, the feetal heart 
during labour and especially during the second stage—as it is at this time 
that ‘distress’? will be encountered. A foetal heart rate below too is a 
very real sign of fetal distress and the longer this rate between uterine 


contractions remains the greater the chance of a dead child. Freed agrees 


that the slowing is due to compression of the head which is affecting the 
vagal centre and so is more marked during contraction of the uterine 
musculature, When persistently below 100, as is so often heard in cases 
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of “questionable” pelvis, the compression is generally due to cerebral 
haemorrhage. If possible, labour should be terminated as soon as it can be 
managed when the heart shows signs of becoming slower and Freed 
advises the administration of chloroform in small amounts to lessen the 
strength of the uterine contractions and to allow it to relax more completely 
especially during the time just prior to instrumental delivery. He was 
successful in many cases in which he tried this manceuvre. With regard 
to the funic souffle, he says it indicates the cord around the neck of the 
foctus— the tighter the cord, the greater the souffle—these babies are usually 
in a severe state of asphyxia when born. A rapid foetal heart rate, he 
thinks, is of no moment. He mentions eight cases in which it was above 
170, and in only two of these was the infant slightly asphyxiated. Also the 
appearance of meconium-stained liquor is not of any moment by itself, but 
when associated with a slowed heart means distress. Forceps delivery as 
soon as possible is his method of delivery when fcetal distress signals are 
present. He does not think that forceps add to the risk of the baby. 


The ovary in osteomalacia. 

Ever since castration was introduced as a cure for osteomalacia, 
the reason for the success of the treatment has been under discussion. 
Fraser in this article describes in some detail the very pronounced activity 
which he found in the ovaries removed from a five months pregnant 
woman. It is almost certain that this hyperplasia plays some part in the 
decalcification of the bones, but there is no doubt that pituitary, thymus, 
adrenal and parathyroid disturbances are closely related to the process. 


The formation of an artificial vagina by a new plastic technique. 

Frank and Geist have devised an operation by which an artificial 
vagina is formed by an application of the tube flap method. Two parallel 
incisions seven inches long and three inches apart are made from the hair 
line at the vulva down the inner side of the thigh. The tissues are separated 
down to the fascia. The lateral edges of the flap are sutured so to enclose 
the subcutaneous tissue in an epithelial tube. Both ends are left attached. 
‘The divided raw area is sutured. When healing has taken place the lower 
end of the flap is partly separated so as to induce greater vascularity of the 
upper end. The third step is to un-roll the tube by incising along the 
suture-line and to invert the epithelial sheet around a speculum. This 
epithelial cylinder is then implanted by the aid of the tubular speculum 
into a previously prepared bed in the perineeum. The authors have 
performed the operation with apparent success. 


Blood bilirubin in ectopic pregnancy. 

After a careful and critical series of blood tests, the author is forced to 
the conclusion that ectopic pregnancy cannot be diagnosed by the deter- 
mination of the bilirubin concentration of the peripheral blood. 


The ‘safe period”’ as a birth control measure. 

This paper by Dickinson is a study of the various factors in the 
menstrual and sex cycle of women which have any apparent bearing on 
fertility and the time of intercourse. There is no time in the menstrual 
eyele at which pregnancy has not occurred in some woman, but there is 
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evidence that each woman has a sterile period. The discovery of some 
modification or adaption of the vaginal smear method holds out the best 
hope of testing the low-risk period in the individual woman. The height 
of fertility belongs to the first seven to ten days following menstruation. 
Fertility is relatively high during menstruation. The Graafian follicle rup- 
tures between the 14th and the 19th days, but coitus may determine an 
earlier escape. Observation upon tubal contractions made by the radio- 
giaphic method indicate that the ovum passes along the Fallopian tube 
subsequent to the above days up to the twenty-second day. The week 
before the period is often that of the greatest desire and paradoxically of 
the least fertility. 


Backache from an obstetric and gynecologic standpoint. 

Adams realizes that the number of cases reported (i.e. 943) is too small 
to warrant any definite conclusions. His results would seem to indicate, 
however, that backache is a common syinptom among women consulting 
the gynaecologist and obstetrician, being present in 243 or 24.3 per cent. 
of the cases of this series. Study of these cases shows that while normal 
pelvic conditions can be, and often are, the cause of backache, there still 
remain many cases in which correction of the pathology has little or no effect 
upon the backache. Such cases, if studied from a postural standpoint, will 
often show abnormal posture. Correction of this condition leads to a good 
prognosis so far as the relief of backache is concerned. In the present 
series posture was shown to be the underlying cause of backache in 37 per 
cent. of the cases while the next most frequent cause was retroversion with 
only 15 per cent. of cases. Again, he thinks that poor posture is often 
a result of the overstretching of the abdominal wall during pregnancy. 
Finally, such damage can in many cases be reduced or prevented by 
proper support and reconstructive exercises. 


Spinal anesthetics in obstetrics 

Cosgrove has used novecaine (50.0 mg.) dissolved in the cerebro-spinal 
fluid for this work, which, though small, is sufficient to show that spinal 
anesthesia by the technique indicated and in the dosage employed, is safe 
for obstetric use. The single contra-indication is hypotension. Its use is 
not advised during the first stage of labour as the analgesia is too short, 
but at the end of the second stage it causes entire soft-tissue relaxation ; 
in selected cases this property may obviate lacerations of the necessity 
for episiotomy ; it may be used here for any condition contra-indicating 
general narcosis : it is of course not offered for routine use. In obstetric 
laparotomies it offers the same advantages which it does in general 
surgery, namely, complete anesthesia, thorough muscular and_ visceral 
relaxation, relatively slight bleeding, minimal post-operative discomfort, 
and smooth post-operative course. These advantages are definite enough 
to constitute a very strong appeal to us in this field of work. Finally, 
inhalation narcosis is contra-indicated on physiological grounds in preg- 
nancy toxemia and eclampsia. Where operative procedures of any sort 
are undertaken in this class of case, spinal anesthesia has a very special 
and important indication. He believes it is directly conservative of both 
maternal and fcetal life. 
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Ureteral stricture. 

Mazer points out that an uncomplicated ureteral stricture rarely requires 
operation unless the condition is complicated by infection, hence it is 
difficult to differentiate between cause and effect, but he finds that primary 
stricture is frequently encountered in the routine examination of the 
ureters. He finds abundant clinical evidence, but no laboratory proof, that 
primary strictures are due to inflammatory foci in the tonsils, cervix and 
elsewhere. In such cases, the resulting hydronephrosis may be ‘‘relatively 
sterile’? whatever that may mnean. The essentials in treatment are the 
removal of every possible focus of infection and gradual dilatation of the 
stricture by bougies. 


Colporrhexis, or rupture of the vault of the vagina, with the report of a case. 

Rupture o! the vaginal vault without involving the cervix is a rare 
obstetric injury, only 120 examples have been recorded aid 70 of these were 
traumatic, e¢.g., direct injury from forceps, version, etc. Spontaneous 
colporrhexis is much less common and appears to be usually associated 
with pendulous belly. 

Gainble records an instance of spontaneous rupture of the vaginal vault 
in a multipara. For some reason not explained the head did not become 
properly engaged in the brim in spite of the full dilatation of the cervix. 
The patient who had a pendulous abdomen, got out of bed unassisted, after 
having been in labour for four hours, and experienced sudden acute pain. 
There was some vaginal blecding. ‘The child was delivered by version 
through the rent which was mistaken for the cervix, and it was only when 
the intestine protruded into the vagina that the true condition was recog- 
nised. The laceration at the cervico-vaginal junction was sutured. The 
patient recovered. 


An analysis of the maternal and fetal deaths in a series of of two hundred and 
ninety-one Cesarean sections. 

Miller deals with the mortality section of a report which has been 
undertaken by the New Orleans Gynecological and Obstetrical Society 
covering all the Casarean sections performed in six hospitals in New 
Oricans. The 2g1 cases represented nearly 2.0 per cent. of the total 
deliveries. 

The principle indications included contracted pelvis, toxaemia, placenta 
previa, accidental haemorrhage, disproportion, previous dystocia, ete. The 
maternal mortality was 16.7 per cent. and is analysed under opera- 
tive indications, cause of death, and duration of labour and by years. The 
analysis shows that eclampsia is not per se an indication for Caesarean 
section—the mortality in this series was 41.5 per cent. Equally unwise is the 
performance of Caesarean section for toxcemia (mortality 25 per cent.). Ten 
per cent. of the sections for placenta previa and sixteen per cent. of the 
cases of accidental haemorrhage died. ‘The cight deaths in contracted pelvis 
occurred mainly in neglected cases. For some reason, Caesarean section, 
even when done as an elective operation, carries with it a higher mortality 
than the average abdominal operation. In this series 5.5 per cent. were 
lost. The year-by-year mortality shows a drop from 26.3 per cent. in 1922, 
to 10.0 per cent. in 1926. This the Committee attribute to the elimination 
of the operation for eclampsia, the restriction of the operation to absolute 
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indications and finally to the employment of the low cervical operation. 
In spite of this progressive improvement the mortality rates are still too 
high. When out of 2g1 cases, 47 mothers (16.1 per cent.) and 55 children 
(18.9 per cent.) are lost and in sixteen cf these cases both mother and 
child is lost, the operators cannot, as Miller says, congratulate themselves 
upon the fact that they did not lose more. The writer states that, in his 
opinion, we have no moral right to perform Ciesarean section on any but 
absolute and established indications until every possibility of vaginal 
delivery has been weighed and discarded. 


The toxemias of pregnancy in relation to chronic cardiovascular and renal disease. 

Corwin considers that late toxcemias of pregnancy represent the failure 
of a defective cardio-vascular-renal system to adapt itself to the strain of 
child-bearing. Two hundred and ninety-one cases were studied at the 
Sloane Hospital with special reference to these systems over periods vary- 
ing from six weeks to six years. The author thinks that there is evidence 
that the disorders ante-dated pregnancy in some cases. Hypertension 
persisting for months or years was found in one third of the eclamptics, in 
one half the nephritic toxeemias, and in two-fifths of the other toxcemias. 
One halt of the nephritic group showed marked albuminuria in the follow- 
up period. It is suggested that the toxcmias as a whole are not complica- 
tions of pregnancy, but rather the revelation of pre-existing disease. If 
this be the case, it is futile to search for a single toxemia. 


Epidermidalization of the cervix uteri and its relation to malignancy. 

Fluhmann employs the term epidermidalization to describe the replace- 
went of the columnar epithelium of the cervix by cells of the squamous 
type. The process begins by the formation of deep layers of squamous cells 
between the basement membrane and the columnar epithelium which 
gradually progresses until the latter are cast off owing to lack of nutrition. 
The replacement may be found on the surface or in the glands. It is often 
associated with chronic cervicitis and is especially common in adenomatous 
cervical polypi. It has been found, however, in new born infants. The 
relationship to malignancy is interesting, but the author considers that on 
the whole epidermidalization is a purely benign local tissue change. At 
times it may lead to the formtion of atypical growths which resemble 
carcinoma, but repeated biopsies and serial sections will invariably cleat 
up the diagnosis. 

Very rarely cases are encountered in which it is impossible to determine 
whether the change is a benign or malignant growth. These cases may 
be called ‘‘precancerous,’’? but probably the majority of even these will 
eventually prove harmless. 


A new obstetric forceps. 

Barton and his co-workers have designed forceps which are adaptable 
to both the head and the pelvie axes at the same time, permitting a cephalic 
application without disturbing the normal relation of the head to the 
pelvis. They have no widely diverging blades in advance of the head and 
they do not interfere with the normal mechanism of labour. 


The anterior blade of the forceps is hinged and there is an axis traction 
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apparatus. The extraction of the child is by leverage rather than by direct 
traction. The forceps are not intended for use in overcoming bony ob- 
struction. 


The present status of therapy of cancer of the uterus. 

Polak says that in America and in Europe radium has replaced the radical 
operation for cancer of the cervix, except perhaps for incipient growths. 
Even in these, the high primary mortality balances the possible advantages 
of operation. In cancer of the body, the pre-operative radiation followed by 
total hysterectomy with post-operative radiation is the accepted procedure. 
His personal experience favours pre-operative radiation a month or six 
weeks prior to operation. 


Abdominal reposition in acute inversion of the puerperal uterus. 

The three authors of the paper have treated five cases of this complica- 
tion of labour. In three cases manual reposition failed partly on account 
of blecding. All five cases were easily treated by a method of abdominal 
reposition in which the inverted fundus is pulled up by means of tissue 
forceps. 


A case of recurrent torsion of the Fallopian tube with hematosalpinx. 

Casagrande reports this case because there are only a few on record. 
The hamatosalpinx apparently resulted from torsion. The patient was a 
multipara aged thirty-six whose last pregnancy was an abortion a few 
months previously. She was admitted to hospital with a history of severe 
intermittent cramp-like pain in the lower abdomen which extended down 
the thigh and was accompanied by nausea and vomiting. The last attack 
lasted thirty-six hours and then stopped suddenly with the onset of the 
period. A pelvic cyst was felt but no operation was undertaken until after 
a second attack a few days later. The temperature varied from 100 to 101°F. 
A cyst mass was a bluish black dilated Fallopian tube filled with liquid 
blood. In the uterine end of the Fallopian tube there were three complete 
twists. The Fallopian tube and ovary were removed. The mesosalpinx 
was noted to be very long—a fact upon which other writers have com- 
mented in reporting such cases. This and the pre-menstrual hyperaemia 
were contributing ii not causal factors in production of the torsion. 


Biochemical studies of human semen and its relation to mucus of the cervix uteri. 

The authors thus summarise their researches :— 

1. There is present in humen semen a substance that dissolves human 
cervical mucous. 

2. Considerations are offered relating this substance to sterility and 
fertilization. 

4. Semen has a strong reducing action on thionin and the possible 
significance of this reaction is discussed. 

5. The reduction phenomenon of semen may have a bearing on the 
oxidative processes following fertilization. 

6. Semen contains neither oxidase nor glutathione. 
The alleged synergism of magnesium sulphate and morphine. 


Beckinan in reply to Gwathmey repeats his former conclusions : (1) that 
it has been shown both in rabbits and dogs that the alleged synergism 
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between magnesium sulphate and morphia does not take place, and (2) 
that no satisfactory evidence has been brought forward to show that it 
occurs in man. 


Rupture of the uterus in the scar of a previous Czsarean section occurring twice 
in the same patient within one year. 

Gelpi reports the following interesting case :— 

The patient, aged 27, had Czesarean section pertormed in her second 
pregnancy for placenta previa. She ‘‘broke her stitches and had to be 
re-sutured.’’ During the third pregnancy (there is no record of the duration 
of the pregnancy) she ruptured her uterus after exertion. The rupture 
was at the fundus and the placenta protruded through the rent. The 
rupture, which was at the site of the old operation, was excised and the 
corpus re-sutured. 


Less than a year later she was readmitted for the same condition when 
seven months pregnant with her fourth child. The rupture was through 
the thin scar of the previous operation. The placenta on this occasion was 
behind and in no relationship to the rent. Hysterectomy was performed. 


Coexisting extra-uterine and intra-uterine pregnancy with the report of a case and 
a study of thirty-five cases published since 1913. 

The condition of co-existing extra-uterine and intra-uterine pregnancy 
is unusual but not exceedingly rare. Neugebauer in 1913 collected 243 
cases. In this communication, thirty-six additional cases have been 
gathered from literature, including one reported by Stein. An analysis ut 
published cases gives the following statistics : Sixty-five per cent. of the 
mothers in whose cases the age was given were between twenty-six and 
thirty five. The youngest patient was twenty; the oldest fifty-four. The 
great majority of mothers had previously borne children. In 196 cases, 
seventy-three, or 37 per cent., of the intra-uterine foetuses came to term. 
In 164 cases, thirty-eight, or 23 per cent. of the extra-uterine foetuses came 
to term (but only six survived). Of 202 mothers, forty-four, or 21 per cent. 
died ; of the 202 intra-uterine ftetuses, 123 or 61 per cent.; of the 191 extra- 
uterine foetuses, 185, or 96 per cent. 

The case Stein reported is that of a nullipara, aged twenty-nine, 
whose extra-uterine pregnancy took place in May; the intra-uterine, in 
October. At operation late in December, a left-sided tubal mass, the size 
of a grape fruit, was found to contain blood clot and chorionic villi. When 
hysterectomy was performed, a placenta and a two and a half months’ 
foetus were expelled spontaneously. The mother recovered. 


The influence of supplementary feeding of carbohydrate upon lactation. 

The authors thus summarise their work upon the effect in 130 cases of 
increasing the proportion of carbohydrate or fat in the diet during the 
early days of lactation. The time of appearance and the protein content 
of milk in the mother’s breasts was uniform in all groups. The greatest 
amounts of milk were obtained in the tapioca and rice groups. The cream 
diet was the only one to increase the fat content of the milk on the fifth 
day. By the ninth day all groups had about the same percentage of fat 
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The cream diet and the tapioca diet both increased the lactose content of the: 
milk on the fifth day ; on the ninth day the rice group also had milk which: 
contained a high percentage of sugar. These changes in the milk.in the: 
early days of lactation when expressed in calories per specimen obtained, 
indicate a greater fuel value available to the infant in those eases in which 
the mother received a high carbohydrate diet. 


On the distribution of endometrial cysts. 

Goldstine has doubts about Sampson’s theory of endometrioma because 
the morphological resemblence of a tissue to endometrium does not prove 
that it is epithelium of this type. To prove its.endometrial nature it must 
react to the ovarian hormone exactly as does the mucosa. Only when this 
is demonstrable will he be prepared to accept the implantation theory of 
Sampson. He points out that the presence of blood in a cyst is no criterion , 
of its endometrial nature because haemorrhagic cyst are found in other 
situations and in males. He publishes photomicrographs of -apparently 
typical endometrial tissue with a stroma removed from the tonsil, from the 
neck, from a hemorrhoid, and from a scar.. He is forced to conclude that 
these growths are of inflammatory origin. In the very interesting discus- 
tion which followed the presentation of this paper before the Chicago 
Gynecological Society, Culbertson expressed doubts as to the. universal 
applicability of Sampson’s theory and promised an early record. of further 
work bearing upon the question. 


Congenital absence of the vagina. 

Davis and Cron report two successful cases in which they fashioned’ 
vagine from labia minora as suggested by Graves. The technique of the 
plastic operation differed only in that the flaps were obtained entirely 
from the labia. The resulting vagina was three and a half inches long and 
showed no tendency to contraction. It is said to function satisfactorily. 


Tubal pregnancy at term, 


As far as Williamson can discover in the literature out of 280 full term 
ectopic pregnancies 167 living babies have been extracted. The maternal 
mortality was 37.2 per cent. The best time for operation is about the 38th 
week. If the placenta can easily be removed it should be extracted at the 
operation. It it is too adherent to the viscera for safe removal the abdomen 
must be closed without drainage. The common causes of maternal deaths 
are haemorrhage, sepsis, embolism and pneumonia. 


A case of premature separation of the normally implanted placenta with an unusual 
family history. 
Miller observed a case of concealed accidental hemorrhage in a 
woman who had previously delivered three children with haemorrhagic 


disease. He expected to find a similar condition in the mother but the 
blood picture was normal. 


W. W. King 
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Surgery, Gynecology and Obstetrics. 


Vol. xlvi. No. 1, Jan. 1928. 
*The influence of fibroids in pregnancy and labour. J. O. Polak. 
*Observations on the intramural and isthmic portion of the Fallopian 
tubes with special reference to so-called ‘‘Isthmospasm’’ based on 
clinical x-ray lipiodol study and utero-tubal insufflation in 50 cases of 
tubal occlusion. I. C. Rubin. 


Lead treatment of cancer. H. J. Ullman. 
Vol. xlvi, No. 2. February 1928. 

*Some experiences and reflections on one thousand laparotomies for myoma- 
of the uterus. E. Essen-Moller. 

*The form changes in the human uterine glands during the menstrual cycle. 
J. L. O’Leary and C. Culbertson. 

A simple method of removing the cervix with the uterus in hysterectomy. 
F. H. Lahey. 

*The delivery of the adherent placenta: Report of three cases in which 
the Mojon-Gabaston method was employed. J .Jarcho. 

*Radium in the treatment of uterine pathology. I. Abell. 

Concerning Diseases of Women—Hieronymus Mercurialis. A. Brown. 
(Old Masterpieces in Surgery). 

Vol. xlvi, No. 3. March 1928. 

*Squamous epithelium in the endometrium in benign and malignant con- 
ditions. C. F. Fluhmann. 

*The management of chronic endocervicitis. C. J. Miller. . 

Changes in the chloride metabolism in abdominal lesions. R. Rockwood 
and R. S. Anderson. 

*The heart in pregnancy. S. A, Gammeltoft. 

*The Wertheim operation for cancer of the cervix uteri. P. Werner. 

Tubo-ovarian disease. H. S. Black. (Editorial). 

The Surgery of Gabriel Falloppius. A. Brown. (Old Masterpieces in 
Surgery). 


The influence of fibroids in pregnancy and labour. 

The incompatibility between pregnancy and fibroids is demonstrated 
by (1) the fréquency of sterility ;(2) the tendency to abortion and premature 
labour; (3) the stormy experience which some of these patients have in 
pregnancy and labour; and (4) the degenerative changes which occur in 
these tumours in the puerperium. 

The question of the management of fibroid tumours in pregnancy re- 
resolves itself into determining (1) whether the life of the patient is en- 
dangered by allowing the growth to remain, and (2) what effect its removal 
will have upon the continuation of the pregnancy. 

Women with myomata often go through repeated pregnancies with little 
difficulty. Hence, the necessity of emptying the uterus: by therapeutic 


abortion when myomectomy complicates pregnancy terely ceents,. and 
hysterectomy with the non-viable child in situ is ove of the rarest neces 
sities in surgery. In the interest of the child, it should be delayed as long 
as possible. Therapeutic abortion has no place, being unsafe and. un- 
necessary. 
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It is Polak’s practice to delay any operation until after the viability of 
the child and to try to prevent abortion by instruction as to marital rela- 
tions, rest at the expected menstrual periods, with the daily employment of 
the knee-chest position. 

When the tumour is found in the pelvis early in pregnancy he tries 
to displace it with the patient in the knee-chest position. Only when the 
tumour has become (1) incarcerated and (2) when a pedunculated tumour 
becames twisted or a (3) subserous growth enlarges so rapidly that it em- 
barrasses the heart or respiration, or the development of the pregnancy, 
is any operation called for during the progress of the gestation. 

With red degeneration Polak finds it safer to allow the acute symptoms 
to subside and the pregnancy to progress than to attempt myomectomy 
for this complication. 

As regards the conduct of labour, when tumours of the cervix or sub- 
vesical or intraligamentary growths cannot be pushed out of the pelvis, and 
because of their position cannot be expected to retract, suprapubic delivery 
becomes necessary. Whether myomectomy or hysterectomy is done depends 
upon the size, situation and number of fibroids in the uterus. The con- 
valescence from hysterectomy is smoother than that following Czesarean 
section with myomectomy. 

In the puerperium surgery is only indicated in the pedunculated, 
subserous and intra-uterine polypoid growths. Radium or x-rays have 
no place in the management of the haemorrhages from these tumours 
during the puerperium. 


Observations on the intramural and isthmic portion of the Fallopian tubes with 

special reference to the so-called ‘‘Isthmospasm’’ based on clinical X-ray 

lipiodol study and uterotubal insufflation in fifty cases of tubal occlusion. 

Sasing his observations on clinical x-ray lipiodal study and utero-tubal 
insufflation in 50 cases of tubal occlusion Rubin found that the intramural 
portion of the Fallopian tube in the living pursues a straight course contrary 
to what is found in the anatomical specimens. It is capable like the rest 
of the tube of contracting and dilating. Total obliteration of its lumen 
is very infrequent and when present is part of more extensive tubal disease. 
“Isthmospasm”’ as an entity has not been definitely demonstrated but tubal 
contractions can be seen with the aid of intra-uterine lipiodol injection 
and the fluoroscope. The uterotubal junction (intramural portion) appears 
to be the site of predilection of spasm or hypertonicity in a relatively 
sinall proportion of the cases examined. It was demonstrated by utero-tubal 
insufflation with the aid of the kymograph in two per cent. of 450 cases 
of sterility. It can also be demonstrated by fluoroscope and x-ray film 
aided by lipiodol and manometric control. A sphincteric action at the 
tubo-uterine junction has been evidenced in clinical and experimental ob- 
servations. 


Some experiences and reflexions on one thousand laparotomies for myoma of the 
uterus, 

In one thousand of two thousand and twelve cases of myomata observed 
by Essen-Méller during a given period, operation was done, that 1s in 
about 48 per cent. He shows that the percentage operated upon varies 
considerably with different gynecologists, Olshausen, for example, operated 
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upon 16.1 per cent. of his cases; Hofmeier, 60.7 per cent.; and Engstrém, 
about 100 per cent. This difference in percentages is based upon the fact 
that some operators regard the tumours and the operation as dangerous 
while others do not. Engstrém believed that enucleation was the funda- 
mentally correct method of operation and that it was, therefore, advan- 
tageous to operate as early as possible. 

Essen-Méller had a primary mortality of 2.4 per cent. 

In his last series of 300 cases of myomata, myoma of the cervix appeared 
seven times, a retroperitoneal myoma nine times, and a degenerated cyst 
ten times. In 77 of these 300 cases both ovaries were removed. 

Essen-Moller considers that time will show to what extent x-ray treat- 
ment is adapted to give the patient the same security as the operative 
treatment without subjecting her to the added risks. Should this be pos- 
sible, x-ray treatment without any hesitation may replace the operative 
treatment; should it not be possible, he believes that an operation which 
removes the diseased part and leaves the healthy is more to be desired 
than a method of treatment which by way of the ovaries influences the 
production of hemorrhages but leaves the tumour. 


The form changes in the human uterine glands during the menstrual cycle. 

During the period of proliferation, the uterine gland is characterized 
by its slender, cylindrical shape with a lumen less than one-half the 
diameter of the gland. Usually the lumen is somewhat greater basally 
but even at this stage irregularities are encountered. 

The simple tubular glands may end in slight dilatations at the base of 
the mucous membrane; or they may divide at any point in their course, 
but this is uncommon except in the lamina basalis. Rarely we see two 
glands unite and the single trunk extend to the tunica muscularis. In 
the basal zone, branches of the second or third order may be found and 
they may follow a course parallel to the muscle layer. These ultimate 
branches are slender tubes, sometimes of considerable length. In this 
proliferative stage basal buds are observed, appearing first in the basal 
portion of the functional layer and projecting toward the surface. The 
later the stage in the cycle, the longer the buds usually are. 

As growth progresses, increase in width of the glands occurs, bifurcated 
glands are more common and undulations or symmetrical alveolations 
appear first in the basal part of the functional layer and gradually extend 
throughout the glands. Further changes are fortuitous and the final shape 
assumed by the pregravid gland is variable, depending upon secretory 
activity and differences in growth between the stroma and gland epi- 
thelium. These glands may be circular or oval in cross section, and 
follow a spiral or undulated course, with occasional buckling of adjacent 
limbs upon one another at different angles. In many mucous membranes 
an undulated ribbon-like gland predominates. A few glands, even in 
the most pronounced pregravid mucous membranes, remain slender and 
unchanged save for a slight rugosity of their walls. The tubules of the 
lamina basalis usually remain unchanged. 

During the necrosis accompanying menstruation the glands are more 
resistant to this necrotic process than is the stroma, and as the necrosis 
plogresses the glands can always be observed protruding above the level 
of the stroma, 
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In repair, epithelialization occurs by migration of the epithelial ‘cells 
: frem the mouths of the glands; and this process is aided by the tendency 
of the projecting glands to bend over upon the denuded surface. Mitotic 
activity begins at once causing changes in the mucous membrane. 

The typical decidual gland is characterized by two features: (1) a 
long slender neck traversing the stratum compactum, and (2) an almost 
smooth exterior-in the stratum spongiosum which has resulted from pres- 
sure and dilatation. The origina! irregularities persist as projections into 

‘the lumen. 


The ‘delivery of the adherent placenta: Report of three cases in which the Mojon- 
Gabaston method was employed. 

Various statistics demonstrate that manual removal of the adherent 
placenta is a dangerous procedure. It has been variously estimated that the 
mortality is 10 per cent. and the morbidity from infection of the uterus 25 
per cent. following this operation. si 

The Mojon-Gabaston method offers a useful alternative, especially in 
outlying homes where skilled assistants cannot be obtained and asepsis 

Essentially this method consists in the injection 
of. 200 to 300 cubic centimeters of warm, sterile, normal saline solution 
into the placenta through the umbilical vein... This solution distends 
the placenta and ruptures the small vessels connecting it with the placental 
site of the uterus, thus forming a ‘“‘retroplacental hydroma,”’ the mechant- 
cal action of which produces separation and expulsion of the placenta. 

The majority of workers who have used the Mojon-Gabaston method 
report results superior ‘to those following manual extraction. In the 
three cases reported by Jarcho, the placenta was delivered in from 10 
to 40 minutes and the course of the puerperium was uneventful. 

The following points with regard to the application of the Mojon-Gab- 
aston method deserve special mention : 

1. The procedure is simple, requiring only a few saline tablets for 
the solution and a Record or Luer syringe. 

2. No anzesthetist is required, as for manual extraction. 

3. It is not necessary to rescrub or change gloves. 

4. Since the injection is made into the unsoiled portion of the protrud- 
ing umbilical cord, there is no danger of carrying infection. 

5. In placenta accreta, there is a possible chance of securing separation 
by the Mojon-Gabaston method, or by this procedure in conjunction with 
Credé expression. Furthermore, even if the injection of the saline -does 
not prove effective, it facilitates the subsequent manual removal of the 
placenta. 

6. In precipitate labor when there has been no time to prepare the 
external genitalia properly, manual extraction is hazardous because of 
the great likelihood of subsequent infection. 
Gabaston procedure is much to be preferred, 

7. The site of the injection may be touched with tincture of iodine 
or mercurochrome. The bladder should always be emptied before the 
injection. 


In suclf cases, the Mojon- 


8. In none of the three cases was there any untoward result. 


g. It is very useful in febrile and infected patients. 
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Radium in the treatment of uterine pathology. 

Abell considers that the indications for the use ot radium in the treat- 
ment. of- pathological lesions of the uterus have been, since 1920, rather 
definitely defined : its dangers and the contra-indications to its employment 
have become equally clear. While it has not proved as widely efficacious 
as at first thought to be, its results in certain conditions have been 
demonstrated to surpass those of any other treatment heretofore employed. 
Abell has limited its application to the treatment of carcinoma of the cervix, 
carcinoma of the body, fibromyomata, and uterine hemorrhage of func- 
tional origin. 

In 52 patients of this last group: 36 ranging in age from 38 to 50 
years, to whom a dosage of from 1,000 to 2,400 milligram-hours was 
given, report complete cessation of menses; of 16, ranging in age from 
16 to 36 years, to whom doses ranging from 150 to Soo milligram-hours 
were given 13 report menstruation as normal in quantity, one as normal 
for two years at which time radium was again used in another clinic, 
one as normal for one year when a cufettement was done elsewhere 
for recurrence of bleeding, and one reports the bleeding as markedly 
lessened, but still greater than her normal. 


Squamous epithelium in the endometrium in benign and malignant conditions. 

The occurrence of stratified squamous epithelium in the endometrium 
has been described in a number of benign conditions in adults and young 
children and it has also been produced experimentally. 

The findings in malignancy may be grouped into four categories: (1) 
squamous epithelium occurring as a metaplastic process in an adenomatous 
carcimoma of the uterine cavity; (2) squamous-cell carcinoma coexisting 
vith an adenocarcinoma; (3) squamous-cell carcinoma of the corpus sec- 
ondary to a similar growth of the cervix uteri; and (4) primary squamous- 
cell carcinoma of the uterine body. 

Six cases have been reported of unusual epithelial masses occurring 
among glands in hyperplastic endometrium. The lesion is considered 
to be due to a metaplastic change from cylindrical to squamous epithelium. 
The exact significance of this change cannot be determined but there is 
not sufficient evidence to consider it as definitely malignant. 


The management of chronic endocervicitis. 


Miller states that endocervicitis is an infectious disease which does 
not tend to cure spontaneously and the sequel of which may be extremely 
serious. Every case, therefore, demands prompt treatment. Any treat- 
ment to be successful must be directed toward the underlying pathology 
rather than toward the manifestations of the disease, and this pathology 
cannot be clearly realized unless there is an accurate comprehension of the 
histology of the cervix and the lymphatic circulation of the pelvis. Local 
treatment is very unsatisfactory, and diathermy, ionization, alcoholic in- 
jections, and similar measures give only partially satisfactory results 


and are not free from danger. Radium often gives excellent results in 


selected cases but is too dangerous to be employed routinely. Prophylaxis, 
especially soon after parturition, will avert a large proportion of cases. 
According to the conditions present, cauterization, trachelorrhaphy, the 
Sturmdorf operation, or complete amputation must be done, although the 
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latter procedure should be avoided whenever possible. Any surgery is best 
preceded by a preliminary course of treatment, the object being to reduce 
hypertrophy and inflammatory reaction in the structures and to restore 
the normal relation of the parts. 


The heart in pregnancy. 

Gammeltoft of Copenhagen considers that the physiology of normal 
pregnancy presents numerous problems of interest, and is still one ot 
che most incompletely charted regions of physiology. The heart action 
is increased in pregnancy as a result of the increased total amount of 
blood and the increased minute volume, which explains the development 
ci hypertrophy and perhaps also of dilatation. Both conditions become 
particularly pronounced in cases in which the reserve force of the heart 
is relatively small. Even though investigations do not conclusively prove 
that hypertrophy of the heart occurs in normal pregnancy, he believes 
that recent gynzecological and cardiographic investigations have helped to 
solve this question. Apparently normal and healthy women may during 
pregnancy develop symptoms which must be taken as a functional heart 
lesion, though they have often been considered organic heart disease. 
Only by repeated examination can a clear appreciation of the prognosis 
be obtained. Pregnant women with a functional heart disorder are not 
benefited by a diagnosis of organic heart disease. Much anxiety and 
many radical measures could be avoided if this condition, so well known 
in internal medicine, became as greatly appreciated in obstetrics. The 
question of the heart in pregnancy is far from settled and still offers 
an attractive field for future work. 


The Wertheim operation for cancer of the cervix uteri. 

Prof. Paul Werner of Vienna believes that there is no other gynecological 
operation which carries with it so much danger and is so destructive as 
is the abdominal operation for cancer; this is especially true if the oper- 
ator is not familiar with the technique and does not know every detail 
necessary to prevent complications. The main dangers are a high primary 
mortality, recurrence if radical removal has not been done, and the pos- 
sibility of damage to all the organs adjacent to the uterus. The organs 
to be considered most carefully are the urinary bladder, ureters, and 
rectum. The procedure which the II Frauenklinik, formerly conducted 
by Wertheim, has adapted with the hope of avoiding as far as possible 
the dangers associated with the operation, is described in detail. 

As regards the results obtained Wertheim found that 50 per cent. of 
the cases admitted to the clinic for cancer of the uterus could be operated 
upon; the remainder were inoperable due to the advanced stage of cancer 
growth or other complications. Of the cases operated upon 50 per cent. 
were alive and well after five years. This corresponds to a permanent 
healing of 50 per cent. of all cases operated upon or 25 per cent. of all 
cases coming into the clinic with cancer. Since that time postoperative 
radiation has been used as a routine in all cases operated upon, also the 
operative technique has been improved, so that the primary mortality 
has been reduced from Io per cent. to five or six per cent. Werner does not 
doubt that the future will show much better results. 


F. E. T. 
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The development of a toxemic condition in the dog during gestation. 

MacNider thus summarizes the results of a fourteen years laboratory 
study of pregnant dogs : 

1. Conditions that may be looked on as some type of toxzeinia of preg- 
nancy are of infrequent occurrence, but they may develop in the dog and 
thus furnish material for experimental study. 

2. In normal pregnant animals there is a definite tendency for the acid- 
base equilibrium of the blood to become disturbed. Such a disturbance is 
more apt to occur in old animals, and is more marked in the later 
weeks of the gestation period than early in this period. This change 
is not dependent on renal injury and is therefore not a_ retention 
phenomenon secondary to such an injury. The cause for the change is 
unknown. The frequency of the occurrence would tend to support the sug- 
gestion made by Wilson and others of the value of a solution of sodium 
bicarbonate with or without dextrose during certain of the departures from 
the normal which may develop during gestation. In these normal animals 
the detection of diacetic acid in the urine is of no value in deciding whether 
or not an acid intoxication exists. 


The phenolsulphonphthalein test for renal function and the amount of 
albumin in the urine may be misleading as guides to the degree of renal 
impairment. Retention of blood urea, nonprotein nitrogen and especially 
creatinine furnish a more dependable index. 

3. An insufficient number of naturally nephropathic animals were studied 
to permit safe deductions. In one type of such animal with an early chronic 
glomerular injury, following the development of pregnancy, changes 
occurred in the urine and blood which were, in general, similar to those 
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described as rarely occurring in normal pregnant animals. The retention 
of urea, nonprotein nitrogen and creatinine were not marked. ‘The 
depletion of the reserve alkali of the blood and the amount of albumin in 
the urine were marked. The elimination of phenolsulphonphthalein was 
variable. Such animals tend to recover, and following the gestation period 
the acid-base equilibrium of the blood is readjusted, the amount of albumin 
in the urine is rapidly reduced or disappears, and, in case the elimination 
of phenolsulphonphthalein has been reduced, it tends to return to the 
normal. The animals that died-developed clinically the symptoms charac- 
teristic of an acid intoxication. 

In the second type of pregnant naturally nephropathic dog, two of which 
came to autopsy, there was evidence of an advanced chronic glomerulo- 
nephropathy with the tubules containing altered epithelium as a result of 
the chronic process. The functional changes in these animals were different 
from those in the first group. The amount of albumin in the urine was 
less marked than in the first group, and even late in the pregnancy only 
a moderate reduction in the reserve alkali of the blood occurred. On the 
other hand, the elimination of phenolsulphonphthalein was decidedly 
reduced and there was a marked retention of urea, nouprotein nitrogen 
and, to a less extent, creatinine. In this group of animals when the 
gestation period was terminated there was no marked improvement in the 
functional capacity of the kidney. It would appear that if the renal injury 
during pregnancy dominates in the tubular epithelium, the animal, 
following gestation, has a chance to repair this injury and return to, or 
toward, the normal. If the renal injury which has developed prior to 
pregnancy is largely glomerular in character and is associated with altered 
epithelium in the tubules, the acute changes in the tubules occurring with 
the development of certain toxeemic conditions during gestation prevent 
a second epithelial regeneration and these animals fail to return toward 
the normal. ; 

4. From a survey of the data obtained in normal pregnant animals and 
in animals with a naturally acquired chronic nephropathy, it is difficult 
to escape the conviction that associated with gestation there is a definite 
tendency on the part of the animals, irrespective of any renal injury, not 
to maintain a normal acid-base equilibrium of the blood. The value of 
stabilizing this equilibrium during pregnancy or correcting a disturbance 
when it develops are problems for future investigation. 


Tubal patency: Study of sterility by periteiize insufflation and the kmyograph. 

Within the past two years Rubin has studied the behaviour of the gas 
insufflation by means of an attached kymograph in order to see whether 
additional light might not be thrown upon (1) The question of normal 
thbal patency, including tubal peristalsis; (2) Interference with patency, 
i.e., stenosis or stricture; (3) The question of spasm in individual cases ; 
(4) The utilization of the method as a means of localizing obstruction and 
for prognostic purposes; and (5) Its utilization as possible diagnostic aid 
in estimating ovarian function. 
Clincal data obtained with the female sex hormone blood test. 

The following are Frank and Goldberger’s conclusions :— 

1. In women with normal sex cycle more and more of the female sex 
hormone accumulates in the circulating blood until menstruation sets in. 
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2. With the onset of menstruation as well as with the beginning of 
pregnancy, the hormone disappears from the circulating blood. 

3. The hormone is found in great concentration in the menstrual as well 
as in the post-partum blood. 

4. The hormone is found in the circulating blood from the twelfth to 
the fortieth week of gestation. 

5. In functional bleeding a majority of cases show excessive ovarian 
activity. 

6. Functional over-activity may be demonstrated without excess bleeding 
(“tension’’) and even in the presence of amenorrhea. 

7. Amenorrhceas must be sub-divided into (a) a grave type without cycle 
and into those with (b)sub-threshold cycle, (c) self-limited with impending 
menstruation, and (d) due to persistent corpus luteum. The gravity of 
the condition depends on the type. 

8. Women who have never menstruated may nevertheless ovulate and 
their sex tract undergo cyclic changes. 

g. The test, when positive, permits of the determination of sex. 

10. Sterilities probably fall into two classes, the first with normal cycle, 
the second with depressed function. In the first group other factors besides 
ovarian function must be taken into account. 

11. Death of the foetus after the twelfth week can be recognized by the 
blood test. 


A working classification of the causes of sterility. 

Meaker states that during the last fourteen years there have been three 
noteworthy advances in the field of sterility : post-coital examination, a 
better comprehension of metabolic factors, and the Rubin test of tubal 
patency. He gives six major requisites of fertility. Since each of them 
may fail of fulfilment in numerous details, the causes of sterility fail 
naturally into six main groups and he proceeds to give these with many 
niinor sub-groupings in an elorborate and complicated tabular form 
unsuitable for reproducing or abstracting. 


The treatment of pelvic inflammation. 

Burch considers that local symptoms of gonorrhoea in the female are 
often very mild, but are responsible for much pelvic inflammation. The 
three favourable locations for lodgement of the gonococcus are Skene’s and 
Bartholin’s glands and the cervix. These all require treatment. When all 
foci are eliminated many of the patients with pelvic inflammation will 
recover without any mutilating operation. 


Clinical significance of the sedimentation test . 

Polak and Tollefson consider that the sedimentation test has been found 
to be an aid in diagnosis: (1) in determining the time for elective opera- 
tions; (2) in prognosticating post-operative complications after the first 
week, and (3) as a criterion for discharging patients. A low reading means 
infection and a high reading that infection can be excluded, for ‘‘sedimenta- 
tion never lies.’’ 


Identification of new-born babies in maternities. 
A very elaborate method is in use in the Chicago Lying-in Hospital 
requiring the use of numbered tapes for mothers’ and babies’ wrists, 
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adhesive label for baby’s back, crib or basket card, and aluminium tag for 


navel with tape for tying the cord. 


Radium in the treatment of gynecologic and obstetric conditions. 

Norris’s total number of patients suffering from ovarian hypoplasia 
was sixteen. In two the dysinenorrhcea was cured; in ten it was lessened 
and in four there was no change. All these patients suffered from scanty 
painful menstruation and in many cases the menses were infrequent. 

There were five cases of sterility due to ovarian hypolunction, in only 
one of which pregnancy resulted after treatment. In this patient pregnancy 
is now four and one-half mouths advanced and appears normal. She is 
28 years of age, has been married eight years and during that time has 
had three dilatation operations but has never been pregnant. The menses 
were always scanty and painful, and never lasted more than two days. 
Irradiation was performed a few days alter a period. The next period 
was two days early, lasted four days and was much more profuse than 
ever before. The patient has not menstruated since, and is now, as has 
been stated, four and one-half months pregnant. A somewhat similar 
history of improvement in the amount and character of the flow with 
diminished dysmenorrhcea has been observed in a number of patients 
similarly treated. 


Deep Rentgen-ray, radium, myomectomy and hysterectomy : Relative valuein uterine 
fibromyomas. 

The group of cases of uterine fibromyomas which can be treated most 
satisfactorily by radium and deep roentgen-ray therapy comprises the 
largest number of all. To show more clearly which cases should fall into 
this classification, the authors first name the conditions which contra- 
indicate the uses of these two therapeutic measures. They are: 1. Pedun- 
culated tumours. 2. Tumours associated with large ovarian cysts or acute 
pathological conditions of the pelvis. 3. Submucous tumours, especially 
those with pedicles. 4. Degeneration in myoma or fibromyoma. 5. Fibro- 
myomas in a patient within the child-bearing period who desires children. 

On the other hand, the indications for the use of radium and deep 
roentgen-ray therapy comprise all cases which do not fall into the afore- 
mentioned classifications. Women who are not good surgical risks, such as 
those with heart, lung or kidney disease, hyperthyroidism, arteriosclerosis 
or other serious complications, belong to this class. The location of the 
tumours in about 75 per cent. is intramural, and they have a history of 
bleeding over a long period of time. The ideal case is an intramural tumour 
from 15 to 20 cm. in diameter in a woman 4o years of age. 

The effect of radium and deep roentgen-ray therapy on the tumour 
is that of strangulation of its blood supply through the encroachment of 
leukocytes and young connective tissue cells. 


As these appear, the nuclei 
of the fibrous tissue cells are obliterated. 


There is also produced an endar-. 
teritis obliterans of the cudothelial lining of the capillaries, which tends 
to limit the heretofore abundant blood supply. 


End results in conservative and radical ovarian surgery. 

From a review of the literature and from a clinical study of their cases 
Te Linde and Darner believe that there is strong evidence for the 
advisability of conserving ovarian tissue whenever possible when doing 
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hysterectomy. A small percentage of retained ovaries become cystic. In 
no case in this series, however, in which both normal Fallopian tubeg and 
ovaries were left in situ, did this occur. Of the retained ovaries which 
subsequently became cystic, only part gave rise to symptoms, and in no 
‘ase in this series were the symptoms severe enough to necessitate a second 
operation. The percentage of patients free from abdominal discomfort was 
slightly greater in those in whom ablation was done (88 per cent.) than 
in those in whom the ovarian tissue was conserved (84.4 per cent.). 

When considered from a physiologicoclinical point of view as judged 
by the presence of nervous symptoms, particularly hot flushes, the results 
in the conservative cases were considerably better than in the radical group. 
In two cases the most severe nervous symptoms occurred in the filth decade, 
indicating that even at this age conservation is preferable. The results 
as to sexual function were better in the patients treated conservatively, 
particularly in the younger indivuals. The gain in weight following 
hysterectomy with conservation of ovarian tissue was practically the same 
as after complete ablation. 


Menstruation and menstrual disorders: Newer concepts. 

Novak discusses the newer concepts concerning menstruation ai) 
menstrual disorders, pointing out that more has been learned about the 
physiology of menstruation during the past twenty-five years than in 
as many centuries preceding. He urges caution, however, in the therapeutic 
application to human patients of the results recently obtained through 
studies in animals, valuable as these studies have been. His results with 
folliculin therapy have left him doubtful of its efficacy, and this seems also 
to have been the experience of others. Aside from such possible reasons 
as inadequacy of dosage, he believes that these poor results are due chiefiy 
te such considerations as he has discussed in this paper. In cases of hypo- 
function of the ovary, particularly in amenorrhcea, it would be surprising 
if follicle injections in themselves were successful in restoring menstruation. 
It is much more rational to mimic what we believe to be the normal 
sequence of events, and to give a series of injections of follicle substance, 
followed by a series of injections of lipoid-containing corpus luteum extract. 
His only encouraging results have been with this plan of treatment, vhich 
he believes to be far more rational than the injection of either follicle 
substance alone or corpus luteum extract alone. 


The female sex hormone. VIII. Simplification of technic. 

Describing the simplification of technique, Frank and Goldberger show 
that the steps of the procedure now require abstraction of the blood ; drying 
by means of sodium sulphate; extraction with ether; removal of the ether 
by evaporation; emulsification with water; and injection into the test 
mouse, followed in due course by readings of the vaginal spreads. 


A suggested test for pregnancy; based on the action of gravid female blood serum 
on mouse uterus: Preliminary report. 

In this preliminary report Siddall describes his suggested test for 
pregnancy based on the action of the gravid female blood serum on mouse 
uterus. He injects one c.c. of blocd serum subcutaneously into an 
immature white mouse once daily for four or five days, and the animal 
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is killed on the sixth day. The weight of the mouse divided by the 
weight of the uterus plus the ovaries gives a ratio which is taken as the 
criterion for a positive or negative conclusion. A ratio below 4oo is positive 
for pregnancy, and a ratio above 400 is negative. Of twenty-six pregnant 
patients tested, twenty-five gave a positive mouse test. Of nineteen non- 
pregnant patients, eighteen gave a negative mouse test. A large series 
ef patients is being tested to establish definitely the accuracy of this 
procedure as a test for pregnancy. 


Primary abdominal pregnancy. 

In recording a case of primary abdominal pregnancy in which the fcetus 
was carried ten months past the date of confinement and then removed 
by laparotomy Furgason believes that the conditions leading to the diag- 
nosis of ‘“‘primary abdominal pregnancy” in this case were as nearly correct 
in fulfilling the requirements as one can hope to find, namely, its attach- 
ment to the anterior abdominal wall, diaphragm and transverse colon above 
and to the posterior abdominal wall, and to the intestines below. The uterus 
with its adnexa was clear so far as attachments were concerned. 


Renal glycosuria during and after pregnancy. 

Bowcock and Greene record a case of renal glycosuria in which the 
known duration of glycosuria was over four years during which time shere 
had been two pregnancies and an attack of typhoid. 


Regurgitation of endometrial tissue through Fallopian tube during operative 
procedures. 

Allen concludes that in view of the clinical and experimental evidence 
any operative procedure that increases intra-uterine pressure may displace 
endometrium into the peritoneal cavity. 

Under proper conditions, endometrium that has been displaced imay 
continue to grow and produce clinical symptoms which often require 
surgical intervention. 

Until the conditions necessary for implantation and growth are more 
fully understood, uterine manipulation should be done with extreme care 
and every effort should be made to evaluate the various factors in their 
order of importance. 


The prevention and treatment of asphyxia in the new-born. 

The first quarter of an hour after birth is the most dangerous period of 
life. Its mortality is as great as that of any subsequent month. No singie 
discovery in medical science or improvement in practice could do more 
to save lives than would measures to avoid the losses that now occur 
within a few minutes after birth, 

There are probably no procedures in medical practice which are so 
nearly the same as those of the dark ages, or which have as yet been 
influenced so little by modern scientific knowledge, as those of the midwife 
or obstetrician in dealing with a non-breathing new-born child. 

Failure of the new-born to breathe or a condition of insufficient natural 
respiration should not be treated by the old-fashioned methods of cutaneous 
“stimulation.’? Such methods are essentially unphysiological and harmful. 
They are probably also ineffective in all cases except those in) which 
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inflation of the lungs alone would have been sufficient to initiate breathing 
without additional ‘‘stimulation.”’ 

Resuscitation of the new-born should be based on the modern conception 
of the regulation of respiration by the action of the blood gases on the 
respiratory centre. Oxygen is not a stimulant but a foodstuff. Deficiency 
of oxygen, beyond a first slight stimulating effect, depresses the nerve 
centres. In the absence of oxygen the tissues of the body cannot produce 
carbon dioxide. It is the carbon dioxide carried by the blood from the 
tissues to the brain that is the physiological stimulant to respiration. When 
the centre is depressed, it requires more than the normal amount of this 
stimulant to induce activity. 

Compression of the héad and the consequent decrease of the supply 
of blood to the brain during prolonged labour depress the respiratory 
centre, so that after delivery the centre does not receive a chemical stimulus 
sufficient to overcome this depression. Because of this condition of the 
centre, the first cry does not occur, and the lungs remain atelectatic. In 
order to start respiration, gentle inflation with oxygen and carbon dioxide 
for two or three seconds three or four times a minute should be applied. 
As soon as natural breathing develops, the inflations should be stopped, 
but inhalation of this gas mixture should be continued until full breathing 
is established. This is not only the physiological and therefore best method ; 
in its essential features it is really the only possible method that nature 
aud science offer. 


Spontaneous ruptured uterus. 

Warfield records a case of fatal spontaneous rupture of the uterus at 
the eighth month of her second pregnaucy treated by laparotomy in a 
woman aged 23. Delivery was accomplished by Czesarean section for 
eclampsia in her first pregnancy. 


Precocious pubescence and mental growth. 

Recording two cases of typical puberty praecox in girls Gesell states 
that the general course of mental maturation is only slightly perturbed by 
the precocious onset of pubescence. 


Diathermy in gynecology. 

Gellhorn states that in the realm of gynzecology the application of high 
degrees of heat by means of diathermy has led to the development of 
several important and promising methods of treatment of various pathologic 
conditions. For the present, practical experience has been accumulated 
in the therapy of chronic pelvic inflammations, gonorrhceal infection of the 
urcthra and cervix, cancer of the uterus, and several minor gynecological 
ailments. The pleasing results should not, however, obscure the facts that 
the new method is only in its infancy, and that a great deal of further 
careful clinical observation is needed to establish the possibilities and 
limitations of this new approach. Just because heat of such intensity is a 
powerful curative agent, it is also capable of causing considerable harm, 
and it behoves gynecologists to wield it cautiously and judiciously. 


Diptheritic endometritis: Review of the recent literature and report of a new case. 
Ia Fevre records a case of puerperal infection of the uterus with diph- 
theria bacilli following an illegal abortion and states that while diptheritic 
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vaginitis is fairly easy to recognize and is fairly common, diptheritic 
endometritis is difficult to recognize and is not common. Infection of the 
genital tract with diphtheria produces less severe symptoms than diptheria 
of the pharynx or larynx, and less severe symptoms than puerperal fever. 

Since diphtheria in the uterus as well as in the throat yields quickly to 
treatment with antitoxin, a culture of the uterine cavity should be made in 
cases of puerperal infection showing low fever and a marked disproportion- 
ate increase in the pulse-rate. 


- ee E. 


Archives of Diseases in Childhood. 
Vol. III, No. 13, Feb. 1928. 
*Heemorrhagic disease of the new-born. R. S. Beveridge. 


Hemorrhagic disease of the new-born. 

The case histories of 24 examples of this condition, which have come 
under observation at the Royal Hospital for Sick Children, Glasgow, are 
reviewed and questions of treatment are discussed. The etiology of 
heemorrhagia neonatorum is dealt with and a useful bibliography appended. 
The considerable advance in our methods of treatment is well shown by 
the author’s comparison of the views of Thursfield, who, in 1913, remarked 
that ‘“‘the condition is serious and generally fatal,’? with those of Holt in 
1922, who stated that ‘‘no case should be looked upon as hopeless, for 
recovery has repeatedly taken place after transfusion of blood when the 
infant was moribund.”’ 

The main points brought out in this article are that infants in the 
first week, especially within the first four days, most frequently exhibit 
the condition; tliat natal trauma as a possible factor only occurred in 
three of the 24 cases; and that the most satisfactory treatment is the 
injection of human whole blood. 


R. C. Lightwood. 


American Journal of Diseases of Children. 


Vol. 35, No. 1, Jan. 1928. 
Effect of ultra-violet light on the blood of new-born infants. H. N. Sanford. 
*A new test for hearing in the new-born : 
Aldrich. 


Acute osteomyelitis of the superior maxilla in young infants. M. H. Bass. 


The conditional reflex. C. A 


Vol. 35, No. 2, Feb. 1928. 
The fate and development of the immature and of the premature child : 
A clinical study. A. Capper. 


Vol. 35, No. 3, March 1928. 
The fate and development of the immature and of the premature child : 
A clinical study. Review of the literature and study of cerebral haemort 
hage in the new-born infant. A. Capper. 
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A new test for hearing in the new-born: The conditional reflex. 

Aldrich refers to the well-known fact that tests dependent on the visible 
response of the baby to loud sounds are not always satisfactory. By 
establishing a conditional reflex with sound as one stimulus and pain 
as the other, he was able to prove that a baby could hear. The technique 
is simple but somewhat laborious. At half-hourly intervals a bell was 
rung beside the baby’s crib and at the same time the sole of the foot was 
scratched with a pin. After some 12 to 15 applications the infant cried 
and drew up the leg when the bell was rung and the foot not touched. 
The author suggests that the test might be modified for investigating the 
presence of other senses, such as seeing. 

R. C. Lightwood 


La Gynécologie. 
November, 1927. 
*Drainage in gynecological surgery. F. M. Cadenat and M. Patel. 
*On the utility of determining the temperature in endo-vaginal and endo- 
urethral diathermy. Souzan. 
December, 1927. 
*Calcium therapy in septic complications of labour or abortion. Serdjukoff. 

Fifth Congress of French-speaking Gynecologists and Obstetricians. 

1. Sterility of uterine and tubal origin: its diagnosis and treatment. 
2. The indications for the interruption of pregnancy. 
3. Separation of the baby from its mother and the ways of preventing it. 

Twelfth international congress of hydrology and climatology. 

1. The anatomical and pathological bases of spa treatment in gyne- 
cology. 
January, 1928. 

*Causalgias and habitual neuralgias of the female genital organs. P. 
Dalché. 

February, 1928. 

Leucorrhcea. E. Imparato. 

Forceps cannula for the radiological exploration of the uterus and Fallo- 
pian tubes with lipiodol. Examples of the results obtained. P. Petit- 
Dutailis. 

Myomectomy during pregnancy. Transfixion of the amniotic sac in the 
course of suturing the uterus. Continuation of pregnancy. H. Roulland. 


Drainage in gynecological surgery. 

Drainage need scarcely ever be considered except in pelvic suppurations 
and in operations for cancer of the cervix. 

In pelvic suppurations, drainage is useless when the lesions are of long 
standing, when the temperature is normal, when the suppuration is confin- 
ed to the Fallopian tubes, in tuberculosis, and when the surgeon is satisfied 
that peritonization is complete and there has been no contamination of the 
general peritoneal cavity. Drainage is indicated in acute infections, 
especially post-abortive or puerperal, when there is pyrexia, when there 
is suppuration in the pelvic connective tissues, when the infection has 
extended above the pelvic cavity, and when peritonization is defective. 
In case of accidental injuries of the small intestine, an accurate repair 
can be made and drainage is not required, but when the large intestine 
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has been injured it is often wise to provide drainage, either abdominal or 
vaginal. After wounds of the bladder, if a double row of sutures cau be 
placed in sound tissue, a self-containing catheter will suffice; but if the 
suture line is doubtful, it should be shut off from the general peritoneal 
cavity by a flap of peritoneum, a communication with the vagina being 
provided. 

After operations for cancer of the cervix, the heavy mortality is largely 
due to septic complications, which are liable to occur in cases which appear 
most favourable. The writers are therefore in favour of providing in every 
case the most efficient drainage, which is that by means of the Mikulicz 
bag. 


On th utility of determining the temperature on endo-vaginal and endo-urethral 
di*thermy. 

It is not sufficient to measure the current employed, or to rely on the 
sensation of heat experienced by the patient. In order to have a certain 
knowledge of the dose given it is necessary to determine the temperature 
obtained—either by a thermometer or by a thermo-electric couple. 


Calcium therapy in septic complications of labour or abortion. 

Serdjukoff summarizes his views as follows : 

1. In these affections there is a diminution in the calcium content of 
the blood. 

2. The therapeutic effect of intravenous injections of calcium chloride 
depends on a sympathicotonic action, and on the production of catalytic 
processes, with the liberation of bactericidal substances from the proto- 
plasm of the cells (especially the endothelium). 

3. The different degrees of heemoclastic shock, following the intravenous 
injection of calcium chloride, indicate the degree of resisting power and may 
serve as a guide to the prognosis. 

4. The treatment should be given in an early stage of the infection. 

5. In puerperal and post-abortive infections, large quantities should be 
given by intravenous injection (200 to 300 c.c. of a one to two per cent. 
solution of calcium chloride). This may be repeated after two or three days. 

6. In subacute gynzecological infections, it is preferable to inject a 
Io per cent. solution in doses not exceeding 15 c.c. 

7. In cases of cardiac weakness, before the injection of calcium, it is 
advisable to give a prophylactic injection of caffein or camphorated oil. 

8. In acute puerperal conditions and in subacute gynecological infections, 
the results of calcium therapy do not surpass those obtained by other 
chemotherapeutic substances, terpene-protein treatment, and other methods 
of augmenting the power of resistance against infection. 


Causalgiay ind habitual neuralgias of the female genital organs. — 

Dalché refers to the numerous cases in which there are severe pains 
altogether disproportionate to the small lesions found: often indeed no 
physical change can be detected. He believes that some of these pains are 
true causalgias, comparable to those following injuries of large nerves. 
The feature which suggests this nature is their burning character. These 
cases are often diagnosed as vaginismus, dyspareunia, dysmenorrhea. or 
pruritus. 
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He also points out that patients, especially those of nervous tempera- 
ment, if they have once had a painful affection, acquire the habit of again 
feeling the pain on very slight provocation. 

The prognosis is unfavourable, and with regard to treatment there is 
nothing new. A. Gough. 


Gynécologie et Obstétrique 


VOl-xv1, No:94-1627.- 

Congress of the Association of French-speaking Gynecologists and 
Obstetricians. Discussion of reports and communications. 

Opening addresses by Muret, President of the Association, Villard, 
President of the Congress, and Brindeau, General Secretary of the 
Association. 

Sterility of uterine origin, diagnosis and treatment Chatillou. 

Sterility of tubal origin, diagnosis and treatment. Douay. 

Vol. xvi, No. 5, 1927. 

Congress of the Association of French-speaking Gyneecologists and 
Obstetricians. 

Discussion of “The indication for the interruption of pregnancy.’’ 
Brouha and Bué. 

*The evolution of large uterine fibroids not submitted to operation. 
Buscarlet. 

*Concerning hypophyseal extract. Burger. 

Mannikin for the teaching of gynecology. Seigneux and Rapin. 

The internal secretion of the ovary and uterine contractility. Brouha and 
Simonnet. 

“Hydraulic intra-uterine tamponnage for post-partum heemorrhage. 
Moussali. 

Concerning the value of prolonged, post-operative radiotherapy in the 
treatment of cancer of the breast. Guyot. 

Drainage and technique in retro-vesical (low) Ceacsarean section. Hauch. 

Hemangioma of the ovary. Keller. 

Hernias of diverticula of the bladder in the female. Patel. 

Concerning radiographical examination after injection of lipiodol in the 
diagnosis of uterine heemorrhage. Proust and Béclére. 

*On the pathogenesis and causes of severity of salpingitis in old women. 
Tixier. 

The action of the ureter in pregnant women studied by urctero-pyelography, 
Vaudescal, Beaufond and Porcher. 

*ixperimental production of endometriomata. Michon. 

On the cugenic precepts contained in the laws of Lycurgus. Bouchacourt. 

Two cases of radio-diagnosis of pelvic malignant metastasis after operation. 
Bouchacourt, 

‘Pregnancy with normal cvolution after double ovariotomy. Gaujoux 
and Revel. 

Vol. xvii, No. 1, 1928. 

*Muciparous glandular cancer of the uterine cervix. Reeb. 

*The normal and pathological activity of the germinal epithelium of the 
adult ovary. Keller. 
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*Mycotic vulvo-vaginitis due to monilia albicans, L.Blaye. 
Three cases of rudimentary uterus, simple or double, with concomitant 
malformation of the vagina. Cotte and Vachey. 


The evolution of large uterine fibroids not submitted to operation. 

A patient, now aged 75, had been known to have a fibroid for 30 years. 
Menopause had been delayed till 55; since which time the tumour had 
altered very little. The patient was in good health. 


Concerning hypophyseal extract. 
A criticism of some recent publications strongly in favour of the extract 
being used with discrimination and due regard to counter-indications. 


Hydraulic intra-uterine tamponnage for post-partum hemorrhage. 

A sterilized football bladder is introduced empty in utero and filled by 
a tube from a reservoir (douche can) placed at a suitable height. 
Contractions merely drive some of the fluid back to the reservoir, and 
when full contraction is established the bladder can be removed without 
fear of provoking further bleeding. 


On the pathogenesis and causes of severity of salpingitis in old women. 

Considers that the severity of these cases is due possibly to high 
virulence of the infecting organism aud certainly to the frequent 
co-existence of progressive uterine lesions, e.g., fibroids not amenable to 
medical treatment. 


Experimental production of endometriomata. 

Grafts of mucosa in rabbits from the uterus into the ovary, developed 
into epithelial-lined cysts surrounded by stroma and sometimes involuntary 
muscle, strongly supporting Sampson’s theory. 

The experiments are published in detail in Lyon Chirurgical, May- 
June, 1927. 


Muciparous glandular cancer of the uterine cervix. 

As the author has only been able to find eight cases in the literature 
he considers this case worthy of being recorded. Summaries of the eight 
cases collected are given. He prefers the term ‘mucoid’? or preferably 
“muciparous’ to the commoner term applied to these growths, viz., 
colloid ; the selective mucicarmine stain of Meyer demonstrates the conteuts 
of the vesicles to be mucin. 

Insufficient data are given in the cases recorded to indicate the prognosis. 


The normal and pathological activity of the germinal epithelium of the adult ovary. 

An extensive study of the comparative anatomy of the ovary with a 
view to the explanation of the origin of some ovarian tumours. Keller con- 
cludes that the germinal epithelium of the ovary presents a remarkable 
faculty for proliferation: a hereditary souvenir of the power in lower 
vertebrates ‘of giving rise to successive generations of oocytes. This 
property gives rise, in various pathological conditions, to papillary growths 
and to cysts (dermoid and mixed) for which there is no need to invoke as 
explanations ‘embryonic rests.” 
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Mycotic vulvo-vaginitis due to monilia albicans. 

The author considers that the frequency of this condition is much under- 
rated and that a number of cases of pruritis are due to this mycosis, he 
agrees that the typical ‘‘thrush”’ is rarely seen. Alkaline washes of sodium 
bicarbonate constitute the main line of treatment supplemented by borax 
or glycerine of borax and are preferable to the commoner antiseptics. 

R. A. Hendry. 


Bulletin de la Société d’Obstétrique et de Gynécologie 
de Paris, etc. 


No. 9, 1927. 

Two cases of severe amniotic infection leading to the death of the mother 
and foetus. Desoubry and Bailli. 

Concerning the réle of chemical irritation by minute crystals in pyelo- 
nephritis and colibacilluria of intestinal origin as generator of crystals 
in pregnant women. I,. Lorier, Fisch. 

*Obstructive jaundice in a pregnant woman: induced premature labour. 
Brindeau. 

On symphysiotomy. Ortiz-Perez. 

A case of placental incarceration due to over-retraction of the uterus. 
Scordalakis. 

*Five further cases of subcutaneous exteriorization of the uterine incision 
alter late Caesarean section.  Oulié. 


SOC. D’OBSTET. ET DE GYN. D’ ALGER. 
Late hysterectomy tor uterine rupture. Taffont, Ferrari and Houél. 
Streptococcal pubic osteitis at the end of pregnancy. I,affont, Ferrari and 
Larribére. 
Use of somnifen in eclampsia. Houél, Jahier and Larribére. 
Some observations of syphilis coexistant with pregnancy albuminuria. 
Houél, Jahier and Larribére. 
Diaphragmatic hernia and large liver in a congenital syphilitic. Jahier 
and Larribére. 
*Two cases of tubal rupture with high pain. Costantini. 
Large pedunculated retroplacental polyp discovered during a = supra- 
symphyseal Czesarean section. Chomé and Laffont. 
A case of red degeneration of fibroid apart from pregnancy. TLaffont, 
Ferrari and Houél. 
Fibroma of the ovary. Laffont, Ferrari and Houél. 
Concerning some cases of prolapse of the cord. Laffont, Houél and Jahier. 
SOC. D’OBSTET. ET DE GYN. DE BORDEAUX. 
*Ante-abortum “puerperal fever’; death. Forget-Urion and villard. 
*Dislocation of the shoulder in a neonate. Forget-Urion. 
*Hysterectomy en bloc with living ovum at the end of pregnancy for 
gangrenous metritis of the cervix. Anderodias and Lacouture. 
*After histories of infants with meningeal haemorrhages duritig birth. 
M. Rivicre. 
On the treatment of puerperal infection by local vaccinotherapy by anti- 
streptococcal filtrates. Faugére. 
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local vaccinotherapy as preventive and curative treatment in puerperal 
infection. Andérodias and Balard. 

Retroplacental heemorrhage : dead infant : basiotripsy : albuminuria over- 
looked : maternal death. Maurice Riviére, Faugére and Giraud. 

Uteroplacental apoplexy in an unrecognised albuminuric, maternal death. 
Maurice Riviére and Giraur. 

A case of uteroplacental apoplexy : hysterectomy : recovery. 
Lacouture and Mahon. 

Spinal anzesthesia in anomalies of dilatation of the cervix. Balard and 
Mahon. 


Abdominal pregnancy at 12 months. 
Bouvallet. 


Anderodias, 


Jeanneney, Bonnin, Favreau and 


*Ectopic infant aged two and half years. Lacouture and Masset. 


On a case of intestinal obstruction after high Czesarean section. Balard 
and Dennis. 


*Heematoma-mole. Anderodias. 
Two cases of uterine rupture during labour. 


Maurice and Mare Riviére 
and Giraud. 


On a matter of technique in subtotal hysterectomies with appendage 
disease. Guyot and Guérin. 

Abdominal pregnancy operated on at term with living infant. Andérodias 
and Denis. ; 

“Observations concerning the origin of the liquor amnii. Maurice Riviére. 

Spontaneous labour by natural passages after two Ceesarean sections for 
pelvic tumour. Anderodias. 


SOC.D’OBSTET. ET DE GYN. DE STRASBOURG. 
*Criminal abortion by intrauterine injection of sublimate : 
gation of the blood, urine and peritoneal exudate. 
Concerning placenta accreta. Reeb. 
Double uterus with alternate pregnancies in right and left halves. 
Interstitial or angular pregnancy? Exploratory 
diagnosis shown by histological study. Kreis. 


death : investi- 
Reeb. 


Jung. 
laparotomy : error of 


SOC. BELGE D’OBSTET. ET DE GYN. 
Bartholinian cyst causing dystocia. Henrotay. 
Concerning drainage after laparotomy in the case 
_of ovary and pyosalpinx. Schockaert. 
Hormonal factors in uterine contractility. Brouha and Simonnet. 
Umbilical herniotomy according to the technique of Arayer and Neumann. 
Henrotay. 


of peritonitis, abscess 


Melanotic sarcoma of the lesser sac of the peritoneum, secondary to orbital 
growth. Schockaert. 

Prophylaxis of puerperal infections. Wodon: Smianitoff. 

The indications for drainage in abdominal 
Routfart—Thiriar. 

The test of labour and low Cresarean section, Sneeck. 

Degenerate fibroid in a woman of 79 years. Schockaert. 


True bilateral hermaphrodism and suprarenal pseudo-hermaphredism 
Firket. 


surgery. Routfart and 





392 Journal of Obstetrics and Gynecology 


The hypophysis and the internal secretion of the ovary. Brouha 


and 
Simonnet. 


A case of bilateral dermoid cysts of the ovaries. Keiffer and Smianitoff. 
Two cases of malignant chorion-epithelium. Schockaert. 


Obstructive jaundice in a pregnant woman: induced prematire labour. 

Although the maternal serum at the time of labour showed 18 units by 
the Van den Bergh test, there was no excess of pigment in the foetal blood ; 
nor was the pregnancy terminated spontaneously. 


Five further cases of subcutaneous exteriorization of the uterine incision after late 
Cesarean section. 

A variation of the ‘‘Portes’ operation. Instead of bringing the whole 
uterus and keeping it temporarily outside the abdominal wall the uterine 
incision (sutured) is brought to the skin and covered by skin only. After 
sepsis has run its course the uterus is freed and replaced. Two cases 
apparently refused the second stage of the operation, which in the others 
took place three to five months later. 


Two cases of tubal rupture with high pain. 

Believes that the scapular pain is due to the presence of blood and clots 
under the diaphragm and is not reflex in origin. In both the cases recorded 
clots etc. were so found. 


Ante-abortum ‘‘puerperal fever,’’ death. 
Autogenous infection with a virulent streptococcus, septicemia. 


Dislocation of the shoulder in a neonate. 

The author agrees that the majority of shoulder injuries are fractures 
or separation of epiphyses : the case recorded was confirmed radiographically 
and reduced easily. 


Hysterectomy ‘‘en bloc’’ with living ovum at the end of pregnancy for gangrenous 
metritis of the cervix. 

The cause of the gangrenous condition of the cervix remains obscure. The 

patient recovered and the infant survived. 


After-histories of infants with meningeal hemorrhage during birth. 

Six infants were shown, ages 13—24 months. Five, treated by lumbar 
puncture, were apparently normal and healthy; the sixth, aged 13 months, 
seemed below normal; a seventh infant, aged four years, was clinically 
a case of meningeal birth heemorrhage but was not treated by puncture and 
was of poor development physically and mentally; in this case paternal 
syphilis was known and believed to be responsible. 


Ectopic infant aged two and a half years. 
The operation was undertaken at seven months; the infant was born 
with marked facial asymmetry which has greatly diminished. 


Hematoma-mole. 
Apparently a small hydatidiform mole with vesicles the size of peas 
embedded in a mixture of blood clot and decidua(?). The author states 
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that it cannot be a hydatidiform mole because the uterus was smaller than 
the corresponding gestation. There was a small amniotic sac and a damaged 
foetus. 


Observations concerning the origin of the liquor amnii. 

Patient received numerous injections of methylene blue during preg- 
nancy. Infaut was stained blue at birth; colour washed off by soap and 
water. The urine was coloured for some days after birth. Colour of liquor 
amnii is not mentioned. Riviére considers this to support feetal urine 
as considerable source of liquor amnii. 


Criminal abortion by intra-uterine injection of sublimate: death: investigation of 


the blood, urine and peritoneal exudate. 
Bichloride of mercury not found in the fluids, but mercury in combina- 
tion with protein was found in marked traces in the exudate, traces in the 
blood and slight traces in the urine. 


BULLETIN DE LA SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE 
DE PARIS. 


No. 1, January 1928. 

A case of extra-membranous feetus. L. Lorier. 

Apparatus for injection of lipiodol. Francillon-Lobre and J. Dalsace. 

*Tubal exploration by injection of lipiodol, subsequent pregnancies. 
Francillon-Lobre and Dalsace. 

Note on a pregnancy subsequent to an injection of lipiodol. Douay. 

Congenital tuberculosis in a neonate extracted by Ceesarean section during 
the evolution of tuberculous meningitis in the mother. Couvelaire, 
Valtis and Lacomme. 

Contribution to the study of the liver in pregnancy. Walter and Willien- 
court. 


Tachy-arrythmia secondary to an injection of hypophyseal extract during 
labour. Vidal. 

*Treatment by the application of leeches of a case of puerperal phlebitis 
with emboli. Vidal. 


Iarge uterine fibroid undergoing partial torsion with incarceration of the 
uterus in a _ post-operative hernial sac and causing considerable 
elongation of the vagina. Didier. 

A case of pernicious anemia of pregnancy. Brindeau, Jacquet and 
Theodorides. 


SOC. D’OBST. ET DE GYN. DE BORDEAUX. 
Rupture of the uterus in a breech extraction under spinal anesthesia in 
an infantile uterus.  Balard. 
*On the employment of insulin in hyperemesis gravidarum. Péry,. 
Necrobiosis of fibroid (specimen). Guyot and Magendie. 
Ceesarean hysterectomy for fibroid. Maurice Rivitre, Guyot and Villard. 
*An exceptional case of foetal survival. Giraud, 


K 





304 Journal of Obstetrics and Gynecology 


REUNION OBST. DE LILLE. 

Several cases of low transperitoneal Caesarean section. Paucot. 

Heematocele, tubal or interstitial pregnancy and criminal abortion. 
Descarpentries. 

*hree cases of uterine rupture after previous Cresarean section. Beghin. 

SOC; D'OBST. BLT DE -GYN. DE LYON: 

Congenital defects of the abdominal oblique and transversalis muscles. 
Gonnet and Desjacques. 

*Central dislocation of the head of the femur; pregnancy: Cesarean 
section. Gonnet and Desjacques. 

Large preevial fibroid and pregnancy. Gonnet and Reboux. 

*Qbstetrical shock : death. Voron and Brochier. 

Labour in a primipara aged 48} years : dystocia due to the soft parts. 
Planchu. 

Pneumonia with eclamptiform onset after labour. Voron and Brochier. 

Thirty-two cases of salpingitis treated by vaccino-therapy; results. P. 
Sappey. 

Two cases of gangrene of the uterus due to criminal abortion. P. Sappey. 

*Vulvo-vaginal thrombus during the expulsive stage. Rhenter, Pigeaud 
and Guillermin. 

Laboratory investigations in a case of hyperemesis gravidarum. Voron 
and Chavent. 

Meningitis due to B. pyocyaneus in a neonate. Gaucherand and Pigeaud. 

*A case of communication between the oesophagus and the trachea. 
Trillat and Pigeaud. 

Hemiplegia during labour. Trillat and Chavent. 

*Death from multiple emboli in a cardiac patient. Trillat, Chavent and 
Colson. 

Three cases of uterine rupture. P. Sappey. 

Enormous ovarian cyst, 10 litres, of rapid development during a two 
months pregnancy. P. Sappey. 

Karly albuminuria during pregtiancy leading to its termination at the 
fifth month. Rhenter and Levet. 

Congenital goitre. Gonnet and Desjacques. 


Volvulus of the small intestine in a neonate. Gonnet and Desjacques 


REUNION OBST. ET GYN. DE NANCY. 
Localized genital tuberculosis. Michel. 
Five months pregnancy : goitre 

Job. 

Contribution to the study of pelvic foreign bodies. Hamant. 
*Facial paralysis in the neonate after spontaneous labour. 
Pedunculated thrombus in vagina. Lévy and Francois. 
*Diathermy in abdominal affections. Guillemin. 


: symptoms of respiratory embarrassment. 


SOC. D’OBST. ET DE GYN. DE STRASBOURG. 
*Treatment of albuminuria of pregnancy. Ginglinger. 
Extra-uterine pregnancy of four to five months with ileus syndrome ; 
basiotrope insertion of placenta, Horrenberger. 
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Anatomical studies of ovaries from cases of marked abnormalities of the 
Miillerian derivatives. J. Kreis. 

Radiotherapy and cancer of the uterus. R. Keller. 

Muciparous (colloid) glandular cancer of the cervix uteri. Reeb. 


SOC. D’OBST. ET DE GYN. DE BUENES-AIRES. 
Early vaginal Ceesarean section. Bengeola. 
Cancer of the cervix uteri and total prolapsus. Nicholson. 
Further observation of marked eosinophilia in cancer of the uterus. 
Pavlovski and Widacowich. 
Concerning radium treatment in uterine cancer. Bengeola and Pavlovski. 
Retro-peritoneal fibromata. Althabe and Bola. 
Low Cesarean section and myomectomy for fibroid. Ramos. 
*Treatment of febrile abortion. Latzko. 


rubal exploration by injection of lipiodol, subsequent pregnancies. 
Two cases are recorded, 


Treatment by the application of leeches of a case of puerperal phlebitis with emboli. 

A successful issue resulted : how far the leeches affected the coagula- 
bility of the blood or the extension of the thrombotic process is difficult 
to assess. 


On the employment of insulin in hyperemesis gravidarum. 

A very brief note without any data as regards dosage or clinical details. 
Péry treats apparetitly all cases of hyperemesis with insulin which he finds 
satisfactory. 


An exceptional case of foetal survival. 

Breech extraction, ten minutes delay with head, maternal chloroform, 
syncope, seven to eight minutes spent in attendance on the mother, 
‘eventual extraction of head after approximately twenty minutes delay in all. 
Intant survived. 


Three cases of uterine rupture after previous Cwxsarean section. 

First case: Classical Ceesarean section, uterus sutured in two layers, 
muscular and serous, catgut used, perfect convalescence ; rupture occurred 
during second labour six years later; maternal recovery after hysterectomy. 

Second case: No information re technique of Caesarean section, rupture 
before the onset of the labour tear term, maternal recovery after Porro 
operation. 

Third case: Technique similar to case one, convalescence afebrile, and 
healing rapid. Maternal recovery after sub-total hysterectomy. 


Central dislocation of the head of the femur; pregnancy: Cesarean section. 


After a fall from a tramcar, an emergency amputation of the right foot 
was required; three days later amputation was performed at the site of 
election. Subsequent pain in the pelvis and left hip caused her stay in 
hospital for six months. Extension was applied; walking became possible 
after further six months. 
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Three years later she went to the ‘‘Maternité”’ eight months pregnant : 
it was then found that the head of the left femur had been driven through 
the acetabulum and was in the true pelvis. Abduction and adduction were 
absent, flexion and extension were possible. 


Obstetric shock: death. 

A 2-gravida one week before term; there had been several haemorrhages 
the seventh month due to marginal placenta praevia, and a further haemorr- 
hage at the onset of labour. A spontaneous delivery ensued, duration 
seven hours, stillborn infant 4.6 kilos. After expulsion of the placenta 
the uterus was explored and then douched ; nothing abnormal noted. After 
a simple perineal suture (three musculo-cutaneous stitches) without 
anesthesia the patient collapsed and died. Autopsy was not permitted so 
that evidence of rupture could not be positively excluded. 


BULLETIN DE LA SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE 
DE PARIS, ETC. 
No. 2, February 1928. 

*Epitheliomas developing in the cervix uteri after sub-total hysterectomy. 
Laborde and Roques. 

Vaginal prolapse of the tube after colpotomy. Moulonguet. 

*Sub-acute staphylococcal puerperal injection; hysterectomy 54 hours after 
labour; death from rapid progressive thrombo-phlebitis. Lemeland and 
Dardane. ; 

*On a case of pelvic thrombo-phletitis arising in the last days of the 
pregnancy : hysterectomy and venous resection: surgical cure: death 
from pulmonary gangrene two months later. Leneland and Didier. 

*Uterine sympathoma. Lemeland and Durante. 

Gestation in a malformed uterus. Desnoyers. 

Torsion of the bodies of a didelphic uterus about their long axes following 
adhesive peritonitis with peritoneal shock. Roth. 

Method of fixation of the parametrium by an aponeurotic band in uterine 
prolapse. Kouchtaloff. 

Ulecration in the under surface of the tongue in a nurseling following 
eruption of a tooth. Lemeland. 


REUNION OBST. ET GYN. DE NANCY. 
Leech application in surgical phlebitis. Binet. 
Complications of vaginal stenosis in a woman aged 48. Binet. 
Transvesical exposure of vesico-vaginal fistulae. Binet. 
Cyst of the parovarium with torsion of the Fallopian tube at the beginning 
of the ninth month of pregnancy. Michel and Vermelin. 
Torsion of a parovarian cyst in the puerperium. Michel and Guibal. 
Concerning some ovarian cysts and pregnancy. (Time of intervention, 
route of access). Fruhinsholz and Hamant. 


SOC. D’OBST. ET DE GYN. DE STRASBOURG. 
Monthly hicmato-appendix. Nordmann. 
Some cases of fibroids operated on during pregnancy. Fleurent, 
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Concerning the displacement of fibroids during pregnancy. Reeb. 

Close adhesion of the tubal ampulle in a case of bilateral tuberculous 
pyosalpinx. Reeb. 

Severe metorrhagia: symptoms of intestinal obstruction due to acute 
hydrops of the gall-bladder: cholecystectomy and extirpation of fibroid 
uterus at the same operation : cure. Keller. 

Placenta previa reflex of Hofimeyer: clinical diagnosis during labour : 
low Czesarean section. Kreis. 

Zonary placenta preevia: remarks on its development. Keller. 


SOC. D’OBST. ET DE GYN. DE TOULOUSE. 
Further observation of hyperemesis gravidarum of renal origin. 
Separation of the symphysis pubes during forceps extraction : functional 
cure in four months. Ménaché. 
Delayed post-partum haemorrhage : not due to retained products. Ménacheé. 
Treatment of sterility of cervical origin. Audebert. 
Death from uremia following double pyelo-nephritis of pregnancy. 
Audebert, Galy-Gasparrou and Fabre. 
Cervical spina bifida with myelo-cystocele. Galy-Gasparrou and Dubau. 
Two cases of extra-uterine pregnancy. F. Fournier. 


SOC. BELGE DE GYN. ET D’OBST. 
*The course to be taken in the puerperium in the case of retained products. 
Wodon. 
Peritonitis from gangrene of Merkel’s diverticulum ; strangulated hernia in 
right crural canal. Schockaert. 
Concerning a case of bilateral dermoid cysts of the ovary. Bourg. 
Abdominal pregnancy at term with dead infant. Schockaert. 


Vulvo-vaginal thrombus during the expulsive stage. 

Although described as a thrombus the condition was a rupture of a 
varicose vein in the vulva with formation of a large hamatoma, which 
subsequently ruptured during the second stage. Heemorrhage was con- 
trolled by vaginal packing. 


A case of communication between the oesophagus and the trachea. 

Infant born with unilateral harelip. Vomiting and regurgitation trom 
birth, asophageal sound was stopped 11 ecm. from gums. At autopsy 
there was a fibrous cord joining patent upper and patent lower portions 
of the cesophagus. The lower portions of the @sophagus communicated 
with the trachea. 


Death from mulliple emboli in a cardiac patient. 

A 3-gravida whose children had died at five months and six years, from 
unstated causes. Chorea in childhood was the only condition likely to have 
caused the cardiac lesions stated to be aortic incompetence with mitral 
stenosis and regurgitation. At the autopsy emboli were found in the bases 
of the lungs, the spleen, both kidneys, and the superior mesenteric artery 
with gangrene of some small intestine and both popliteal arteries at their 
bifurcation. 
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Facial paralysis in a neonate after spontaneous labour. 

The author’s name is omited. The labour was difficult and followed 
flat pelvis mechanism with resulting deformity of the head. The rarity 
of this condition is emphasized; early recovery is the rule. 


Diathermy in abdominal affections. 
Found to be very useful in post-inflammatory or operative adhesions, at 
all events in the relief of pain. 


Treatment of albuminuria of pregnancy. 

Ginglinger divides the cases into four groups, (i) an unimportant group 
with only slight albuminuria; (ii) marked albuminuria with little if any 
cedeina or hypertension; (iii) albuminuria with much oedema and hyper- 
tension; and (iv) albuminuria without much cedema or hypertension 
but with marked nitrogen retention. For this classification information 
is sought regarding percentage of albumin (Esbach’s method) and micro- 
scopsy of casts, estimation of chloride retention judged by amount of cedema, 
daily weight of patient and balance between fluid output and excretion, 
arterial tension curve on alternate days, blood urea estimations, and 
investigation of alkaline reserve. 

The severity of the treatment varies according to the above grouping, 
for groups (i) and (ii), rest and salt-free diet, the diet being more restricted 
in the latter and approaching to that for (iii) which is fruit and vegetables 
(salt-free) and not more than one litre of water; for the hypertension an 
initial bleeding of goo c.c. or more followed by purgation and hypertonic 
glucose intravenous injections ; diminution of the alkaline reserve is treated 
by sweetened water and sodium bicarbonate. Milk regimen is not favoured 
owing to its salt content and to its bulk. 


Treatment of febrile abortion. 
Expectant treatment advised unless there is free haemorrhage ; when the 
temperature becomes normal the uterus may be emptied safely. 


Epitheliomas developing in the cervix uteri after sub-total hysterectomy. 

A collection of 12 cases from the Paris anti-cancer centre. They fall 
into three groups. First, sub-total hysterectomy for appendage infections, 
five cases cancer developed after respectively 5, 8, 10, 13 and 16 years; 
second, sub-total hysterectomy for fibroids five cases, cancer developing, 
twice in one month, once each in 8, 18 and 36 months. All the above ten 
cases were epitheliomata. Third, two cases sub-total hysterectomy for 
cancer of the body, recurrence within a month and the other sub-total 
hysterectomy for fibroid, glandular cancer developed two years later. 


On a case of pelvic thrombo-phlebitis arising in the last days of the pregnancy: 
hysterectomy and venous resection: surgical cure: death from pulmonary 
gangrene two months later. 


As the pulmonary condition was pyeemic in origin arising soon after 
the operation the claim of “surgical cure’? seems ill founded. 
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Uterine sympathoma. 

A woman aged 25 aborted a hydatidiform mole; two years later hysterec- 
tomy was required for uterine hemorrhage with diagnosis of ‘‘deciduoma 
malignuin.” The histological examination excluded chorionepithedioma 
and showed a growth similar to those described by Masson as tumours of 
the sympathetic. Histological details with illustrations will appear later. 


The course to be taken in the puerperium in the case of retained products. 

In retention of the membranes wait three days, giving ergotine and 
pituitrin; after that a curettage if temperature does not exceed 38.5. If 
temperature exceeds this, intra-uterine antiseptic douches. For retained 
cotyledon, after labour requiring obstetrical intervention, an immediate 
manual curettage; after a normal labour a curettage between third and fifth 
day if elevation of temperature and pulse have not required earlier inter- 
vention. Uses a sharp curette. Smoeck is abstentionist for membranes, 
immediate interventionist for cotyledons by manual exploration. 

Cheval, Potvin and Schockaert advocate immediate manual intervention 
in all-cases of retention of membrane or placenta. Spies only intervenes in 
retention of placenta or large pieces of membranes. 

R. A. Hendry. 


Bruxelles Médical. 


January 8, 1928. 
*Radio-diagnosis in gynecology. C. Béclére. 
*Mucous polypus and cancer of the uterus. A. Blind. 
January 15, 1928. 
*Glycosuria and lactosuria during pregnancy, parturition 


and the 
puerperium. J. Snoeck. 


February 5 1928. 
*Extirpation of a sarcoma of the left ovary, followed by normal pregnancy. 
R. Schockaert. 
March, 11, 1928. 
Early treatment of obstetrical brachial palsies. — Parisel. 
March 25, 1928. 
*Concerning the high forceps operation. R. Schockaert. 
April 1, 1928. 
*On the calcium content of the blood in normal and pathological pregnancy, 
and particularly in eclampsia. J. I. Wodon. 
April 15, 1928. 
*On the treatment of ovarian cysts during the later mont] 
M. Brouha. 


is of pregnancy. 


April 22, 1928. 
A case of bilateral tubal pregnancy. R. Schockaert. 


Radio-diagnosis in gynecology. 

From his experience of 100 cases, Béclére states that the intra-uterine 
injection of lipiodal is a safe and easy procedure which gives valuable 
information. It is always indicated in cases of sterility and in the deter- 
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mination of the patency of the Fallopian tubes, with a view to a conserva- 
tive operation. It is very useful in the diagnosis of pelvic tumours, when it is - 
difficult to distinguish between a fibroid and a cyst. In cases of metrorr- 
hagia, it shows the site and form of any local lesion. This method therefore 
deserves to be adopted in gynzecological practice. 


Mucous polypus and cancer of the uterus. 

In women past the menopause, a mucous polypus may be the first 
sign of cancer (corporeal or intra-cervical). It is comparable to the nasal 
polypi which are secondary to some hidden sinusitis or osteitis. Blind 
describes two cases which have cone under his obsevation. 


Glycosuria and lactosuria during pregnancy, parturition and the puerperium. 

In other patients, the presence of a reducing sugar in the urine most 
often implies a diabetic glycosuria, but one must be much more reserved 
in the case of a pregnant woman. 

True diabetes is rare in pregnancy, but the association is very per- 
nicious, and has hitherto entailed a mortality of 50 per cent. An induced 
abortion is almost as dangerous as a delivery at term. With the modern 
insulin treatment, the prospect should be brighter. 

Much more common is the glycosuria of pregnancy in which the blood 
sugar remains within normal limits. Snoeck reviews the possible explan- 
ations, and selects two as appearing most probable—the diminished func- 
tional capacity of the liver, and lowered threshold of excretion of sugar by 
the kidneys. 

The severe muscular exertion in labour is especially liable to induce 
a physiological glycosuria, which is quite benign and transient. 

In regard to lactosuria the experiments of Commandeur and Porcher 
are quoted. The removal of the mammary glands of a lactating animal 
is followed by hyperglyccemia and glycosuria up to three or four per cent. 

If the mammary glands are removed before the animal becomes preg- 
nant, pregnancy and parturition are normal, but an intense glycosuria 
follows. It is clear therefore, that a greatly increased quantity of glucose 
becomes available, and this is transformed by the mammary glands into 
lactose. Some of this lactose is absorbed into the circulation and excreted 
by the kidneys. 


Extirpation of a sarcoma of the left ovary, followed by normal pregnancy. 

The patient was a married woman 22 years old. Laparotomy for a 
rapidly growing tumour of the left ovary. The tumour was completely 
free from adhesions and had a good pedicle. Although the appearance 
and consistence definitely indicated its sarcomatous nature, a simple 
ovaricctomy was done. The tumour weighted 950 grammes and_histo- 
logical cxamination showed a spindle-celled sarcoma. The patient gave 
birth to a healthy child 13 months later, and remains well 30 months after 
the operation. 


Concerning the high forceps operation. 
In cases of inoderately contracted pelvis in which labour has already 
lasted a long time, but the child is still living, the choice may lie between 
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a low Czeserean section, pubiotomy, and the high forceps operation. 
Schockaert relates such a case. The child was delivered with forceps in 
an asphyxiated condition. 

A new inethod of clearing the respiratory passages, based on the 
centrifugal principle, was used. The child was held head downwards, 
the feet being grasped by the right hand and the neck supported by the 
left hand to prevent a fall. It was then forcibly swung to and fro like 
a pendulum. 

A depressed fracture of the frontal bone needed to be elevated, but 
the child did well. 


On the calcium content of the blood in normal and pathological pregnancy, and 
particularly in eclampsia. 

Wodon thinks that although there is no characteristic alteration in 
the total calcium content of the blood in eclampsia, yet the acidosis may 
be accompanied by a higher concentration of calcium ions, and this 
may induce the onset of convulsions. 


On the treatment of ovarian cysts during the later months of pregnancy. 

Brouha advises that the case should be allowed to proceed to term; 
and then if the cyst causes obstruction, ovariotomy should be done when 
the cervix is so far dilated as to permit rapid delivery by the natural 
passages. A. Gough. 


Archiv fur Gyndkologie. 


November, 1927. 
*Report of the German Gynecological Society’s Meeting, June 1927. 


January 2, 1928. 

*Obstetrics in ancient Egypt. I. Menascha. 

Contributions to the carcinoma problem. 1. Antitryptic index. H. Guth- 
mann and L,. Hess. 

The hydrogen-ion concentration in the blood during pregnancy, labour 
and the puerperium. A. Bock. 

Analogous germinal-epithelium blastomata of the testes and ovaries and 
their occurrence in human and animal hermaphrodites. H.O. Neumann. 

Rare blastomata in the neighbourhood of the female pelvic organs. 
H. O. Neumann. 

Echinococcus cysts in the broad ligament. W. J. Matschan. 

The influence of innervation on the ovary. I. Kraul. 

*Further contribution to the knowledge of decidual tissue. P. Geipel. 

Puerperal endometritis from retrograde venous infection. H. Beck. 


January 6, 1928. 
*Treatment of placenta preevia. ]. Fiith. 
*Reasons for the bad prognosis of appendicitis during pregnancy, and the 
therapeutic lessons to be drawn. ©. Pankow. 
*Hysteroscopy. C. J. Gauss. 
The tamponade in obstetrics. W. Zangemceister. 
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Congenital cedema of the lung and its relation with hydrops foetus 
universalis and acute hydramnios. P. Esch. 

Eclampsia in the early months of pregnancy. R. Fiith. 

Physiology of the circulation in pregnancy and the puerperium. W. Haupt. 

The clinical picture of indirect metaplasia of ectopic cylindrical-cell mucosa 
of the portio. H. Hinzelmann. 

The probability of conception in childless unions. G. Kaboth and J. 
Kleefisch. 

Polychromasia in the blood of the foetus and new-born child. A. Ewald 
and P. Wirz. 

Adult teratoma (‘‘dermoid’’) of the placenta. J. Kiister. 

So-called sarcoma botyroides of the vagina in the child. Kk. Adler. 

Researches concerning diureses in pregnancy and the puerperium. C. 
Holtermann. 

Pregnancy acidosis, its regulation and its connection with carbohydrate 
metabolism. H. R. Schmidt and T. Wingen. 

Alcohol extraction by the method of Liittge and von Mertz. H. Rupp. 

Persistent foramen primum in a 7-para. P. Jonen. 

Obstetric rupture of the symphysis. E. Diintzer. 

The ‘‘quaddel-reaction” in early diagnosis of pregnancy. P. Obladen. 

Variations in the sexual hormone content of the blood in the female. 
H. Hirsch. 

Post-war increase in post-partum atonic bleeding. A. Ujma. 

An endothelial tumour of the uterus. F. Klee. 






Report of the German Gynaecological Society’s Meeting, June, 1927. 

The subjects discussed were (1) Anatomical, physiological and general 
(pp. 1-63); (2) Gynecological therapeutics (pp. 68-124); (3) Operative 
gynecology (pp. 103-124) ; (4) Cancer of the uterus (pp. 125-151) ; (5) Internal 
secretion (pp. 167-221); (6) Obstetrics (pp. 257-279); ..nd (6) Pathology of 
oregnancy (pp. 254-334). 

In the fourth section (Cancer of the uterus) papers were read by Stoeckel 
concerning vaginal radical operation, Bracht concerning Wertheim’s 
operation, and Déderlein concerning radiotherapy : these are abstracted 
below, together with the remarks made by certain speakers in the following 
discussion, especially with regard to the scope and utility of wide vaginal 
hysterectomy. 

Vaginal radical operation for cervical and vaginal carcinoma. Stoeckel 
said that experience has shown that with all methods of treatment 
in spite of teclaucal improvements recurrences occur frequently ; that with 
abdominal hysterectomy late primary mortality is high and late lesions 
of the urinary tract are numerous; and that certain cases (including early 
ones) do not react to rediotherapy. Tie writer now has come to piace 
his faith in Schauta’s vaginal hysterectomy : this he modifies by (1) making 
a bilateral vagino-perineal (paravaginal) incision; (2) adrenalin infiltration 
of the vaginal cuff and of both paravaginal incisions ; (3) systematic freeing 
of the ureters from their cntrance in the parametrium to their tersiination 
in the bladder; (4) deferring removal of ‘para-tissue”’ 


—parametrial, para- 
vesical, ,aravagital 


until the last stage of the operation, after the fom 
main arterics have been prepared; and (5) making pre-operative X-ray 
and post-operative radium applications. Visual and_ tactile 


access. to 














Review of Current Literature 403 


the uterus, bladder, ureters and rectum is easier and better than in the 
abdominal operation. Isolation of the urinary tract is facilitated both by 
the adrenalin injections and also (in spite of much that has been written 
to the contrary) by the preliminary radium application. Freeing of the 
arteries is easier in the more advanced cases. Removal of ‘‘para-tissue” 
can be done more easily and more radically than by the abdominal route. 
Iliac glands can be freed ‘“‘by feel,” if not adherent to the vessels; then 
after dislocation they can be seen and removed. Theoretically the lack of 
easy access to these glands is a:disadvantage of the vaginal as compared 
with the abdominal operation, but Stoeckel prefers the former on account 
of better end-results. Of his 224 Wertheim cases with removal of glands, 
47 showed metastasis therein and lasting cure was attained in ten of the 
47. Of 200 cases (including many advanced cases) in which the glands 
were not freed or removed, in none has a glandular metastasis or recurrence 
so far been demonstrated—apparently the carcinomatous areas in the glands 
regress or (more probably) cede to post-operative X-radiation. Stoeckel’s 
vaginal hysterectomies for carcinoma of the uterus include 206 cases (1923- 
1927) with a primary mortality of 4.8 per cent. Of the 20 cases in 1923 all 
are alive and one half are free from recurrence. Stoeckel warmly recom- 
mends that every case should receive a pre-operative radium application 
and post-operative X-radiation. 

In favour of Wertheim’s operation. Bracht said that Wertheim’s 
results were better than those since attained by radium treatment. Franz 
in 1925 referred to 296 cases operated on by Wertheim’s method from 1916 to 
1920, with lasting cure in 44.905 per cent. These figures are to be compared 
with the best results yet published of radiotherapy in a large series of 
sases, viz., those of Déderlein who at the Miinchener Frauenklinik had 
110 cases of cure (36.5 per cent.) among 357 cases which were operable 
according to Winter’s grouping, or 43.5 per cent. according to a classification 
which excludes certain borderline cases. Nevertheless Déderlein had an 
operability-rate of 7.3 per cent. and Franz during the same years one of 
over fifty per cent. It is to be expected that non-operating clinics should 
receive a larger share of non-operable cases and operating clinics more 
operable cases, but the difference between 7 and 50 per cent. is greater 
than these expectations should warrant. Lymer has reported Menge’s 
series of 55.6 per cent. of cures by radiotherapy of 63 operable cases. During 
the last four years primary mortality (Kranz) of Wertheim’s operation has 
been reduced from 13 to 10 per cent. : systematic post-operative N-radiation 
is likely to be followed by still better results. 

Fourteen years’ experience of radiotherapy of carcinoma of the uterus. 
A. Déderlein (Miinich), Déderlein is convineed that radiotherapy has given 
better results than operation and in future will be the treatment of choice 
for carcinoma of the uterus. In comparing results of the two methods 
assessinent of the operability rate is of paramount importance: clinics 
giving X-ray and radium treatment have found an augmented number of 
adimissions and an increased proportion of advanced cases : at Munich the 
operability from 1907 to 1912 was 62 per cent. but alter adoption of radio 
therapeutic measures fell to 20 per cent. It follows that radiotherapy is 


equally as successful as the old operative treatment if the percentage 
successes of the former are as much as one-third of those of the latter. 
Among 265 cases of cervieal carcinoma submitted in pre-radiation days to 
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Wertheim’s operation the relative and absolute percentages of cure were 35 
and 20 respectively. Following up 1260 cases treated by radiotherapy from 
1913 to 1921, Déderlein found cure in 14 per cent.: since the material was 
three times as unfavourable during this period, this is relatively a more 
favourable result than that of the Wertheim series. Careful grouping of the 
cases shows that radiotherapy leads to cure even in certain inoperable cases. 
The rates of cure for the cases treated in 1921, 1922 and 1923 were 
respectively 23 per cent. 54.3 per cent. and 35.6 per cent.: since 1921 
Doéderlein has used the combined X-ray and radium treatment, and from 
1923 onwards a new Stabilivolt-apparatus of Siemens has been employed. 
Déderlein reports 38 per cent. of cures after radiotherapy of corporeal cancer. 

Kiistner stated that primary mortalities considerably less than 12-13 
per cent. can be and have been secured by employing a Mikulicz drain 
after Wertheim’s operation, which he still prefers. 

Halban for twelve years has operated on cases of cancer of the cervix 
alternately by the abdominal and vaginal routes, with results which are 
roughly the same, the smaller primary mortality of the vaginal operations 
approximately atoning for the better end-results of the abdominal ones. 
He stated that the vaginal operation may be done in fifteen minutes, and 
that it behoves even the convinced advocate of the Wertheim operation to 
make himself an adept in the technique of vaginal hysterectomy, in order to 
diminish the mortality in cases which are a ‘‘poor operative risk.” He 
is not favourably impressed with Stoeckel’s modifications of the Schauta 
operation and for his own part has abandoned the Schuchardt incision. 
Halban uses the Paquelin cautery to make right and left incisions starting 
from the circular division of the vagina and extending through the vaginal 
vault to the point of apposition to the vagina and levator ani: hence 
with the finger passed along the inner surface of the levator he 
effects a clearance of paravaginal and parametrial tissue which, he says, 
is greater than that secured by the abdominal approach. 

Hammerschlag (Berlin) has of late years operated abdominally, omitting, 
however, extirpation of the glands—a step which adds, he thinks, to 
operative shock and mortality without improving the end-results. Since 
witnessing the Stoeckel operation he intends to revert to vaginal hysterec- 
tomy: the ‘‘para-tissue’’ in this operation is visible and accessible in a 
degree not possible at cocliotomy. v. Peham Vienna is an advocate of 
the vaginal operation and even in young subjects removes from one-half 
to two-thirds of the vagina. In his last 258 cases the primary mortality 
Was 3.65 per cent. as compared with 9.78 per cent. in the abdominal 
operation. The 258 cases, with an operability rate of 56 per cent. have 
given 50 per cent. of relative and 31.13 per cent. absolute cures. Adler 
(Vienna) spoke enthusiastically in favour of the vaginal as compared with 
the abdominal operation, and prefers to make a Schuchardt’s incision. The 
majority of his operations are done under local anesthesia. During the 
operation 50 ng. of radium are placed in the parametrium of each side and 
left there for six hours: an intensive X-radiation of the pelvis follows. 
With post-operative radiotherapy 57 per cent. of patients survive as against 
42 per cent. of those not radiated. Eymer (Innsbruck) in a series of 
95 cases of carcinoma of the cervix of which 46 were inoperable had an 
operative mortality among 49 Wertheim operations of 4.08 per cent. 
Nevertheless he believes that in future radiotherapy will be the treatment 
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of choice : he lays stress on the fact that this treatment brings about cure 
in certain inoperable cases. 


Obstetrics in ancient Egypt. 


This article in spite of considerable historical interest is unsuitable 
for abstraction. It summarises the facts which may be gleaned from the 
six chief relevant papyri, and gives photographs of surviving labour- 
houses as well as numerous architectural reliefs which are of obstetric 
and gynzecological interest. 

Further contributions to the knowledge of decidual tissue. 

To his 15 cases, recorded in 1921, of decidual tissue found in the pelvic 
lymph glands Geipel adds a further 25, of which 24 are autopsy findings 
in or immediately after uterine pregnancy and one is a tubal pregnancy 
at the end of the second month. His total of 40 cases represents an incidence 
of about 4o per cent. in (autopsy) pregnant subjects. Geipel records also 
14 cases of uterine and one of extrauterine gestation in which decidual 
deposits were found in or on the diaphragm : decidual tissue is mentioned 
as having been found also in the pouch of Douglas, the lesser and greater 
omenta, and (occasionally) in the spleen. In his first communication 
Geipel described the decidual deposits as occurring in the reticular tissue 
of the follicles of the lymph glands: he now mentions their detection in 
the trabeculze and capsule, as well as in the afferent vessels outside the 
glands. The endothelial cells are apparently not subject to decidual de- 
velopment and lymphatic tissue plays an entirely passive réle in the 
formation in the lymph glands of decidual deposits which may attain 
considerable size. The ‘‘decidualization” is ascribed to hormonic influences 
received by direct diffusion from the side of the peritoneal cavity. The 
paper alludes also to the not rare discovery in pelvic lymph glands of 
“oland ducts’? which are thought to have taken origin in the Wolffian 
ducts: they were found both in the presence and absence of decidual 
deposits. They are described as having a distinct lumen sometimes 
containing calcified contents, and as being lined by cubical, cylindrical 
or (in cystic dusts) flattened epithelium. 

Treatment of placenta previa. 

From a questionnaire circulated to midwives in the Coblenz district it 
appears that 606 cases of placenta praevia treated during the years 1907 
to 1927 had a maternal mortality of 14 per cent., one per cent. dying before 
delivery : the causes of death included Meeding in 10 per cent and infection 
in 3.4 per cent. A similar enquiry regarding the years 1887 to 1907, 
made in 1907, gave a maternal mortality of 19.7 per cent., including 13.5 
per cent. from heemorrhage and 4.2 per cent. from infection. Foetal mortality 
in the old series was 49.0 per cent. in the new 39.8 per cent. In the 
old series scarcely any patients were admitted to hospital; in the new 
36.8 per cent. In spite of the greater severity of the hospital cases, 
maternal mortalities in extern and intern practice were 15.1 per cent. and 
12.1 per cent. respectively. ‘The better results of the last 20 years are 
in considerable measure attributed to the fact that in this period relatively 
fewer cases were treated to commence with, by tampon. Vaginal plugging 
is to be avoided whenever possible, but in urgent cases in extern practice 
is best done by occluding the vagina with an indiarubber bag rather than 
gauze, 
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Reasons for the bad prognosis of appendicitis during pregnancy, and the thera- 
peutic lessons to be drawn. 

The greater mortality of appendicitis in association with pregnancy 
than in its absence (according to Schmidt, who collected 486 cases, 25.0 
per cent. as compared with 6 to 12.0 in non-pregnant subjects) is explained 
partly by the fact that in physiological conditions pregnancy is accompanied 
by several centimetres’ rise of the caecum and appendix from the normal 
position : abscess formation leads therefore more often in pregnancy to 
communication with the general peritoneal cavity and less often to 
communications with the pelvis. Fresh proof of this rise of the caecum 
is furnished by Pankow’s radiograms taken from the third month of 
pregnancy onwards and during the puerperium. The second reason for 
the unfavourable prognosis of appendicitis during pregnancy is found 
in the greater difficulties of diagnosis in the gravid patient. In appendicitis 
towards term, pain being expected by the patient, the doctor is summoned 
late. Differential diagnosis from pyelitis gravidarum may be difficult : 
examination of the urine may not be conclusive, for a secondary B. coli 
infection of the right renal pelvis is not uncommon in acute appendicitis. 
Catheterisation of both ureters is helpful. According to Schmidt abortion 
follows in 12.0 per cent. of operations for acute appendicitis, 20.0 per cent. 
of interval operations, and 25.0 per cent. of cases treated expectantly. In 
treatment it is important to operate whenever possible within the first 
48 hours. Abscess in the pouch of Douglas may be opened by the vagina, 
or by the rectum when the patient is near term. When the patient is 
seen after the 48th liour the expectant course of treatment sometimes 
adopted in non-pregnant women is very dangerous. Deliberate interruption 
of pregnancy in cases of acute appendicitis is not justifiable in the early 
months, provided there is no direct connection between the abscess and 
the uterus; but where the uterus or adnexa form part of the abscess wall 
or are adherent to bowel or omentum boufiding the abscess it is said 
that operative termination of pregnancy is justified. After evacuation 
of the abscess, operator, table and instruments are changed and the uterus 
is emptied per vaginam after hysterotomy. The abdomen is now reopened 
and inspection shows whether adhesions have ruptured or delimitation 
of the abscess from the general peritoneal cavity has been interfered with 
in consequence of the shrinkage of the uterus. An illustrative case is 
reported. 


Hysteroscopy. 

A description of an instrument for endoscopic observation of the uterus 
made for Gauss by a Berlin firm. A hollow sound is introduced after cer- 
vical dilatation: a mandarin having been replaced by a ‘‘hysteroscopic 
optic” the cavum uteri is inspected through a warmed solution introduced 
through irrigating tubes forming part of the ‘“‘optic’. With practice 
traumatic bleeding is avoidable. Narcosis is essential in nulliparee. Preg- 
nancy, vulvo-vaginal, uterine and adnexal inflammation contraindicate 
hysteroscopy. Coloured illustrations are given of the hysteroscopic ap- 
pearances of {1) corporeal endometrium ten days post-partum. (2) The 
arbor vitee in the cervical mucosa. (3) The tubal ostium. (4) Sounding of 
the Fallopian tube. (5) Thrombus near placental site in uterus eight days 
after labour. (6) Adenocarcinoma of the fundus. W. E. Crowther 
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Monatsschrift fur Geburtshulfe und Gynakologie. 


Vol. Ixxvili. Nos. 1, 2. January, 1928, 

Science and the doctor in gynzecology. R. T. v. Jaschke. 

*The vegetative nervous system in pregnancy and its toxzemias, and in 
functional diseases of the female sex. A. Hoffmann 

*The vegetative nervous system in pregnancy. H. Schlossmann. 

*The vegetative nervous system in pregnancy. V. Louros. 

*The estimation of blood calcium in mother and child. A. Schénig. 

*The cantharidin reaction in pregnancy. R. Spiegler. 

A twin pregnancy with degeneration of only one ovum into a vesicular 
mole. O. Gragert. 

*Placenta praevia and vaginal Czesarean section. KE. Martin. 

*A new vasomotor phenomenon and its practical use in eclampsia. C. 
Seynsche. 

*Extraction of adherent placentae. G. Aschermann. 

*On cysts of the umbilical cord. F. Heinrichsbauer and C. Spickhoff. 

*Blood transfusion in obstetrics and gynaecology. A. Sanders. 

Baldwin’s operation for making an artificial vagina in congenital defect 
of the vagina. G. Gambarow. 

*Supravaginal or total hysterectomy for fibroids. D. v. Ott. 

*Ktiology and treatment of the so-called esthioméne. N. A. Lwow and 
M. M. Plothkina. 

*The influence of the plague on the female genital tract. S. G. Bykow. 


Vol. Ixxviii, No. 3, February, 1928. 

*The estimation of lipoids in obstetrics and gynecology by means of the 
biological reaction. W. H. Peretz. 

*Status epilepticus and pregnancy. E. Waldstein. 

A case of hydatiform mole, perforation of the uterus and supravaginal 
hysterectomy. J. I. Kallinikoff. 

Eclampsia with a vesicular mole in the fifth month, (with demonstration 
of the supravaginal portion of the uterus removed at operation). 
C. Wigger. 

Endothelioma of the placenta. S. Frayman and A. Gorjajeva. 

Fibromyoma of the vagina. A. Stein. 

*Actinomycosis of the ovary and Fallopian tube. A. Stein. 
*Intraperitoneal hzemorrhage in fibromyoma of the uterus. A. J. Hoffmann. 
Vol. Ixxviii, Nos. 4, & 5, March, 1928. 

*The calcium content of the blood at various stages of pregnancy, it 
toxzemias and in puerperal diseases. M. Serdjukoff and J. A. Morosova. 

*Diabetes in pregnancy with special reference to insulin treatment. 
F. Wesener. 

*Is the white line in Muck’s adrenalin test a help in the differential 
diagnosis of extrauterine gestation and inflammation of the adnexa. 
P. Kuhlmann. 

*Asthmapathia gravidarum. G. M. Schpoliansky. 

*Pregnancy after and with uterine cancer. C. Karg. 

*Toxic injury to the uterine musculature. J Koerner. 

*1500 cases of pertubation. A. Mandelstamm. 

A very small hidden vaginal ulcer. H. Hinselmann, 
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*A mixed tumour of the body of the uterus. E. Fels. 

*On carcinosarcoma of the uterus. J. Schiffmann. 

Squamous carcinoma of the cervix with mucous degeneration. W. O. 
Denthal. 

Anus vestibularis. W. Rosenstein. 

*Bilateralness of ovarian tumours. W. Rosenstein. 

*A rare mammary tumour. H. Seidemann. 

A plastic operation on the sigmoid colon in congenital aplasia of the 
vagina. E. Ruge. 


The vegetative nervous system in pregnancy, and its toxemias, and in functional 
diseases of the female sex. 

Systematic investigation of the functions of various organs has shed 
light on the functioning of the vegetative nervous system. 

Physical and pharmacological tests did not always correspond nor 
were the parasympathetic and sympathetic results always distinct. The 
internal secretion of the ovary appeared to check the sympathetic nervous 
system. The early disturbances of pregnancy, salivation and sickness, 
were found to be due to parasympathetic excitation and were controlled 
by atropine; the same occurred in obstructive jaundice of pregnancy. 
Hypertonus of the sympathetic nervous system led to vascular hyper- 
tension and alteration in the vessel walls, and also underlay alimentary 
glycosuria. 


The vegetative nervous system in pregnancy. 
Schlossmann failed to confirm Louros’ work on the effect of acetyl 
cholin and histamine, and of clavipurin on the blood pressure. 


The vegetative nervous system in pregnancy. 

Louros replies to the previous article and attributes the discrepancy 
to differences in technique, i.e. intravenous (Schlossmann) or subcutaneous 
(Louros) injection, and single carotid readings of the blood pressure as 
against repeated peripheral ones. 


The estimation of blood calcium in mother and child. 

Schénig concludes that the diminution in blood calcium after the 
sixth month of pregnancy is not due to the amount given to the foetus 
as this is more than compensated by the calcium of the food. That 
such small calcium loss could not produce a lowering of the value is 
shown during lactation, in which the blood calcium is high (seventh 
day of puerperium) in spite of the amount of calcium lost in the milk 
and lochia. The diminution is due to alteration in metabolism, 
possibly depending on the pituitary. The umbilical blood calcium is 
more than the mother’s, the placenta can therefore concentrate ionised 
material. Male foetuses cause higher calcium values than female. Multiparze 
also show higher blood calcium values than primigravide. 


The cantharidin reaction in pregnancy. 

Spiegler found a_ relative lymphocytosis in the fluid of blisters 
produced by cantharidin during pregnancy, and suggests that this points 
tv increased power of reaction in the reticulo-endothelial system. In five 
cases of eclampsia there were no lymphoid cells seen. 
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Placenta previa and vaginal Cesarean section. 


Martin has good results in 120 cases, and points out that the method 
can be used in unclean febrile cases. 


A new vasomotor phenomenon and its practical use in eclampsia. 

Seynsche has used Muck’s test, in which adrenalin is applied to the 
nerves and a sound drawn across the area produces a red or white line, 
according to the state of the cerebral vasomotor sympathetic system. 
The red line of increased excitability occurs in seven per cent. of early preg- 
nancies and in migraine. 


Extraction of adherent placente. 

Aschermann has been able to deliver a delayed adherent placenta 
by traction on the cord in 18 out of 29 cases. He controls the fundus 
carefully and pulls slowly and steadily. The cord may tear off, but 
this is rather an advantage for subsequent manual removal. A more 
serious danger is that of producing inversion, which however was 
not seen in this series of cases. One author attributes this to the fact 
that traction on the cord is a powerful stimulant to uterine contraction. 


On cysts of the umbilical cord. 

The author’s case of a large cyst causing no ill effects on the fcetus 
was believed to be a true cyst derived from the allantois. The contents 
were presumed to be partly derived from the vein with which it was 
in intimate contact and partly from the liquor amnii. 


Blood transfusion in obstetrics and gynecology. 

Sanders has had good results in all his cases, which include, on 
on the one hand, a few cases anaemic from hemorrhage (obstetric and 
myomatous) and a large number of ectopic pregnancies treated by re- 
infusion of the blood shed into the abdomen, and on the other hand, 
such cases as toxeemia and puerperal sepsis. In the latter group injection 
of the patient’s own blood often had a good stimulating effect. 


Supravaginal or total hysterectomy for fibroids. 

From his experience of 2,000 operations, v. Ott considers it both useless 
and dangerous to leave a cervical stump, as small myomatous, or evon 
early malignant, nodules may thereby be left. He prefers the vaginal 
route whenever possible. 


Etiology and treatment of the so-called csthioméne 

The only predisposing cause in the case reported was gonorrhcaa, 
the condition is described as a mixture of cedematous ulceration and 
granulation, often only to be distinguished from syphilis by the results 
of tests and treatment. Operation was successful in curing the patient. 


The influence of the plague on the female genital tract. 

Very little is known on this subject ; uterine heemorrhage and abortion 
are liable to occur. Bykow examined the pelvic organs in five cases, 
and reports general hypersmia, extravasation and diffuse cedema with 


1, 
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many bacilli. The typical change appears to be hamorrhage into the 
vessel walls with necrosis and invasion by bacilli. The Fallopian tubes 
show catarrhal changes with separation of the epithelium. 


The estimation of lipoids in obstetrics and gynaecology by means of the biological 
reaction. 

Peretz found that the lipoids of the blood tended to increase during 
piegnancy and before menstruation, and to fall after delivery. Eclamp- 
sia caused no characteristic change, while the value was especially low in 
the umbilical blood of the new-born. 


Status epilepticus and pregnancy. 

Waldstein describes an interesting case, in which fits rapidly cul- 
minated in status epilepticus at the onset of labour in a multiparze, who 
had had no previous sign of epilepsy. The child was safely delivered by 
Cresarean section, and the mother improved for 30 hours after which a 
more marked return by convulsions was fatal in three days. The autopsy 
showed cystercerci over the cerebral cortex. The author suggests that 
stimuli normally producing uterine contractions only passed through to 
the general musculature. All reported cases have been fatal and this is 
the first child reported saved. 


Actinomycosis of the ovary and Fallopian tube. 

In Stein’s case the infection appeared to have reached the pelvis 
via the cecum; the diagnosis could not be made without microscopical 
examination, but the author points out the suspicious appearance of a 
large ovarian tumour riddled with abscesses. 


Intraperitoneal hemorrhage in fibromyoma of the uterus. 

Hoffmann sumunarises his article as follows :- These cases are rare, 
the symptoms consist of haemorrhage, shock, peritoneal reaction, irritation 
of the phrenic nerve, and the presence of a uterine tumour. The bleeding 
is usually from the veins dilated by menstruation, pregnancy, inflammation, 
etc. or injured by trauma or labour, rubbing the cyst against the prom- 
ontory. The pathological changes are blocked circulation with cedema 
and necrosis. 


The calcium content of the blood at various stages of pregnancy, in toxemias and 
in puerperal diseases. 

The authors conclude that the réle of the general calcium balance 
through the first and second halves of pregnancy and their toxaemias is 
an insignificant one and without etiological value, except in “pregnancy 
kidnev’”’ and in septic puerperal disease. In the renal cases the average 
value fell to 8.44 mgm. per cent. without eclampsia occurring in a single 
case, while the severe septic cases had a calcium content of 9.45 mgm. 
per cent. The colloidal calcium appears to be of great importance in 
relation to changes in the vegetative nervous systein, and is the line 
to be followed in future work on calcium metabolism. 


Diabetes in pregnancy with special reference to insulin treatment. 
Successful treatment of a case of pregnancy and diabetes by diet and 
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insulin led Wesener to review the situation, and after referring to the 
bad resuits of mother and foetus on each other in pre-insulin days (specially 
where the foetus died), he puts in a strong plea for early insulin treatment 
as a better therapeutic measure than induction without insulin. 


Is the white line in Muck’s adrenalin test a help in the differential diagnosis of extra- 
uterine gestation and inflammation of the adnexa? 
Kuhlmann found the test positive in an early case of tubal abortion, 
and negative in two other cases, one of salpingitis, and one of amenorr- 
hoea not due to pregnancy. 


Asthmapathia gravidarum. 

Schpoliansky refers to two earlier cases of this form of toxemia, de- 
pending on parathyroid and calcium insufficiency. Intravenous calcium 
causes marked improvement, but in both cases induction was needed, and 
one case showed marked deterioration in repeated pregnancies and hypere- 
mesis. Tetany, the third form of these spasmophilic conditions, occurred 
during labour in the first asthmatic case. 


Pregnancy after and with uterine cancer. 
Karg emphasises the value of radium for cancer in pregnancy as it 
has saved the lives of mother and child in the series of cases reported. 


Toxic injury to the uterine musculature. 

Severe toxic changes even to areas of homogeneity of muscle substance 
were found in the case of the 5-para described, due to marked eclampsia 
after an interval of eleven years since the last pregnancy. 


1,500 cases of pertubation. : 

Points in Mandelstamm’s article are (1) in technique—the value of 
passing a sound first, and of waiting a short while after introducing the 
canula till any reflex spasm affecting the tubal ostia has passed off, and 
(2) in results—no apparent cause for sterility should be accepted as such 
without an inflation test. Complications were exceedingly rare, and the 
method is less harmful than salpingography, and is of some therapeutic 
value. The phrenic symptom is of great importance and may be the only 
sign of patency. 


A mixed tumour of the body of the uterus. 

Fels described a case of myo-myoxo-chondro-sarcoma of the uterus 
associated with an adenocarcinoma and a myoma of the corpus uteri. An 
interesting point was that a recurrence showed only carcinomatous changes. 


On carcinosarcoma of the uterus. 

Schiffmann reports on a case in which removal of a simple polyp was 
later followed by a complicated tumour consisting in part of a polypoid 
sarcoma with giant cells, and partly of mixed carcinoma and sarcoma 
cells. Where the latter were most in contact the carcinoma cells became 
flattened. As usually described in these cases, metastases were of one 
kind only, in this case carcinomatous. 
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Bilateralness of ovarian tumours. 

Rosenstein had to operate a second time after unilateral ovariotomy 
in three cases, and agrees with Pfannenstiel’s rule—which recommend 
removal of the second ovary in all cases of papilliferous tumours, 
carcimoma and endothelioma and soft sarcoma without considering the 
patient’s age. With hard sarcomata and teratomata thought may be given 
to possible conception, but not to menopausal symptoms. Pseudomucinous 
and nonpapillary serous cysts can be removed unilaterally in young girls. 


A rare mammary tumour. 

This tumour appeared to be a lymphosarcoma, possibly secondary 
to a tonsillar growth which however was only noticed five weeks after 
the breast operation. 

Dorothy N. L. Leverkus. 


Zentralblatt fur Gynadkologie. 


No. 40, October 1, 1927. 

*Researches on the power of absorption of the skin for iodine in non- 
pregnant, pregnant and puerperal women. F. Schultze-Rhonhof. 

The prospective potency of the blood of pregnant women in _ vitro. 
P. Caffier. 

Rupture and suppuration of the symphysis in spontaneous labour. 
H. Nanjocks. 

*The treatment of puerperal mastitis in the Universitaéts-Frauenklinik in 
Heidelberg. v. Oettingen. 

The Wassermann reaction and the gestation period. E. Poeck. 

The operative treatment of umbilical hernia in the fat abdomen. A. Ostreil. 

The treatment of inflammatory diseases of the female genital sphere with 
iontophoresis. J. Werboff. 

No. 41, October 8, 1927. 
Obituary notice and bibliography of Paul Zweifel. 1% Schweitzer and 
Stoeckel. 

*What practical regard must be paid to the danger of germinal damage in 
ovarian irradiation? H. Martius. 

*Ovarian pregnancy with living child. T. Micholitsch. 

*On the causation of tubal gestation. O Pritzi. 

A contribution to the action of the ovarian hormone. F. van der Walle. 
On the elastic distension of the vaginal wall. M. Speiser. 
Foetal incarceration of the small intestine through the umbilicus and 
consecutive stenosis of the large intestine. A. Reuss. 
Congenital defect in the chest wall. C. Wigger. 
No. 42, October 15, 1927- 

*Experimental researches on the pharmacological action of the tubal 
musculature as a contribution to the explanation of the mechanism of 
transport of the ovum. F. Kok. 

*Tissue puncture in the diagnosis of inoperable tumours. J. Wieloch. 

On sekale infusion, its efficacy and applicability. P. Caffier. 

Further experimental investigations on the effect of nareylene marcosis 
on the parenchymatous organs. W. Schmitt and FE. Letterer, 

A new constitution type system in women. 5S. Galant, 
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The diagnosis of rupture of the membranes. E. Fischer. 
A ‘‘new”’ knife for vaginal operations. F. Lehmann. 
No 43, October 22, 1927. 
Methods and results of functional proofs of the reticulo-endothelial system 
in pregnant women. K. Lundwall. 
The retention of intracutaneous normal saline in pregnancy. R. Hornung. 
The question of human sterility. G. L. Monch. 
A case of cyclic bleeding from a fistula. G. Halter. 
On the question of post-climacteric haemorrhages in ovarian carcinoma 
and adenoma of matrons. W. Lahm. 
Have previous abortions any influence on the course of labour? 
Kk. Atzerodt. 
A new pertubation apparatus. S. Ohno. 
No. 44, October 29, 1927. 
Studies on the mechanism of labour in spontaneous labour of the head 
with transverse sagittal suture. W. Bickenbach. 
A typical erysipelas and pregnancy. H. Siegmund. 
Roentgen diagnosis of hydrocephalus at the beginning of the period of 
dilatation. G. Albano. 
An umbilical adenoma. H. Steiner. 
The application of Blond’s thimble in transverse presentations. G. 
Kettner. 
Autohzemotherapy in gynecological diseases. R. Cohn-Czeurpin. 
Dangers of the intravenous administration of electrargol. E. Quater and 
B. Lewitin. 
No. 45, November 5, 1927. 
*The diagnostic and therapeutic value of puncture of the pouch of Douglas. 
B. Zondek and W. Knorr. 
The radiation therapy of carcinoma of the cervix at the Charité 
Frauenklinik and its progress. F. C. Wille. 
The skull of the new-born in podalic and cephalic lies. H. Abels. 
A case of naevus carcinoma of the vulva. J. Sahler. 
On ovarian pregnancy. H. Hellendall. 
On the influence of ovarian irradiation on the mammary gland in guinea 
pigs. KE. Hofmann. 
Pregnancy and malformations of the heart. I. Jakowleff. 
No. 46, November 12, 1927. 
Malignant renal tumour (osteo-adeno-papilloma destruens) and pregnancy. 
W. Stoeckel. 
Hydronephrosis of a dystopic fused kidney as a birth hindrance. A. Idel. 
Uretero-vesical reflux after corrosive injury to the bladder following 
attempted abortion. R. Ottow. 
Bladder-abdominal wall fistula with necrosis of the pubic bone following 
Roentgen-ray burn. R. Ottow. 

Forceps delivery after the Goebell-Stoeckel operation for incontinence of 
urine without injury to the functions of the bladder. A. Calimann. 
Cure of incontinence of urine by vaginal amputation of the corpus 

M. Samuel. 


On the operative treatment of traumatic and inflammatory and of congenital 
malformations of the bladder. T. Naegeli. 
An enema syringe tip in the urinary bladder. T. Johannsen. 
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Apparatus for collecting urine in sucklings and small children. G. Hasel- 
horst. 
No. 47, November 19, 1927. 
3asal metabolism and specific dynamic action of nutrition in relation to 
ovarian functions. R. Hornung. 
Forceps delivery in Réntgen picture. W. Liittge. 
On the etiology of cutaneous emphysema in labour. S. Joseph and E. 
Rabau. 
On the question of carbonic acid and lobelin injections after operations. 
H. Hellendall. 
Life-saving influence of cardiazol in a case of post-operative cardiac 
weakness. H. Hellendall, 
Hernia uteri gravida retroflexi sacralis after amputation of the rectum 
and resection of the sacrum. KE. Fischer. 
On dangerous intra-peritoneal heemorrhage from a myoma. H. Alexander 
No. 48, November 26, 1927. 
The ovarian cycle and the action of insulin. E. Vogt. 
Mixed organ extracts as excitors of pains. R. Kéhler and H. Porges. 
Sequels of extirpation of the uterus with retention of ovarian substance. 
G. Erdmann. 
A contribution to early muscular movements and cardiac contractions 
in the human embryo. N. P. Mariantschik. 
Death from haemorrhage in abortion. F. Federlin. 
On a case of vulvo-vaginitis produced by saccharomyces in a diabetic. 
P. Perazzi. 
A modification of Blond’s thimble . H. Baum. 


Researches on the power of absorption of the skin for iodine in non-pregnant, 
pregnant and puerperal women. 

Examining the sputum at intervals after the application of iodine to 
the skin of the fore-arm in women during menstruation, in the inter- 
menstrual period, during pregnancy and in the puerperium, Schultze- 
Rhonhof found that the absorption of the iodine was retarded during 
inenstruation and the puerperium. 


The treatment of puerperal mastitis in the Universitats-Frauenklinik in Heidelburg. 

Von Oettingen considers that the continuation of lactation in mastitis is 
contrary to the generally accepted principle in the treatment of inflammatory 
conditions, namely, that the inflamed parts should be kept at rest. It 
was decided at the Heidelberg University women’s clinic in 1923 that the 
child should be removed from the breast and Bier’s cupping employed. 
In the next two years only 20 per cent. developed abscesses, compared with 
30 to 44 per cent. in the previous six years. The cupping was discontinued 
in 1925, and since then the percentage of obscesses has fallen to 11 per cent. 


What practical regard must be paid to the danger of germinal damage in ovarian 
irradiation? 

The possibility of germinal damage by irradiation of the ovaries is 
discussed by Martius. He has used weak radiation with doses insufficient 
to prevent ovulation in pelvic inflammation with varying results, the 
most favourable being obtained in gonococeal inflammations of the adrexa, 
i pucrperal parainctritis, and in tuberculosis of the female genital tract. 
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It should only be used in cases in which pregnancy is unlikely to occur 
a in bilateral infections and tuberculosis, as the dose cannot be regulated 
so as to avoid, with certainty, interference with ovulation. For menstrual 
disorders and sterility weak radiation is used. The clinical results, however, 
are uncertain, equally good results may be obtained by radiation of the 
endocrine glands and by diathermy. Martius considers that it is justifiable 
in polymenorrhcea and amenorrheea of ovarian origin only when medical 
treatment has been ineffective and surgical treatment impossible. Stronger 
radiation prevents ripening of the follicles either temporarily or 
permanently and if pregnancy had already occurred the child was damaged. 
Pregnancy should, therefore, be avoided for some months after radiation, 
whilst large doses should never be employed if there is any prospect of 
pregnancy. When radiation is employed to promote temporary sterility 
in young women the possibility of future preguancy should be preserved. 
The risk is always present of the induced sterility being permanent, and 
of damage to the offspring if pregnancy subsequently occurs. Radiation, 
therefore, should only be used in cases in which there is no likelihood of 
pregnancy, or should be unilateral. Martius combats the prevalent idea 
that radiation of the ovaries does not damage the fcetus, though in some 
sases this may be disregarded for the sake of the immediate benefit to 
the mother. 


Ovarian pregnancy with living child. 

A primigravida aged 4o years was examined at the seventh month, when 
the pregnancy was found to be complicated by a myoma of the cervix on the 
right side, and old parametritis on the left side in a rachitic pelvis. There 
had been some pain, but no bleeding. Ceesarean section at term was 
advised. When the abdomen was opened, the pregnancy was found to 
be ovarian. A full-time living female child was delivered, and presented 
a number of deformities, such as muscular contractures and_ bilateral 
club foot. The child has lived and thriven. The entire gestation sac was 
composed of ovarian tissue, with adhesions to the mesosigmoid, the sigmoid 
flexure, the omentum, the broad ligament and the uterus. Fibres of smooth 
muscle, uterine in origin, traversed the lowest part of the sac. ‘The 
placenta was situated at the hilum, to which, most of all, was due the 
favourable issue of the case. 


On the causation of tubal gestation. 

Pritzi found plasma cells present in every one of 1co cases of tubal 
gestation examined, and reports that in Kermauer’s clinic the cases of 
tubal gestation have more than doubled since the great war. He considers 
that these two facts strongly indicate an inflammatory rather than a 
congenital origin. 


Experimental researches on the pharmacological action of the tubal musculature as 
a contribution to the explanation of the mechanism of transport of the ovum, 
Kok considers that peristalsis is more important than ciliary action 

in causing the passage of the ovum along the Fallopian tube, and that 

tubal movements are dependent upon the ovarian eycle. At, or shortly 
before, ovulation paralysis of the circular fibres occurs, lasting some days. 

Nevertheless the ovum quickly passes to the isthmie portion, considerable 

difference in activity occurring in different parts of the Fallopian tube. 
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From an investigation of the innervation aud sensibility of the ampullary 
and isthmic portions of the Fallopian tube according to their behaviour 
with adrenalin and pilocarpine Kok concludes that after the expansion of 
the ovum the Fallopian tube is ready to contract, especially at the isthmic 
portion, in which the ovum probably remains during its stay in the 
Fallopian tube, being then propelled into the uterine cavity by strong 
muscular contractions. Kok considers that some adrenalin-like substance 
may appear in the blood during ovulation and cause the isthmic contrac- 
tion : it is not known what makes the ovuin pass rapidly along the ampulla. 
It cannot be by muscular action, because its lumen is too wide for it 
to act directly on the minute ovum : it may be due to suction. 


Tissue puncture in the diagnosis of inoperable tumours. 

Wieloch reports two cases of pelvic tumour; the diagnosis was confirmed 
by the examination of small pieces of tissue obtained by puncture, carried 
out through the vagina, by means of a long hollow tube two millimetres 
in diameter. 

The diagnostic and therapeutic value of puncture of the pouch of Douglas. 

Zondek and Knorr show what may be gained by exploratory puncture 
of Douglas’s pouch through the posterior vaginal fornix. Blood in small 
quantity may be derived from a blood vessel and be devoid of diagnostic 
importance, and larger amounts may come from a hzematocele or from a 
corpus luteum, ruptured or unruptured. The presence of small clots in 
fluid blood indicates extrauterine gestation. Thin, ¢omparatively clear 
reddish-brown fluid of low specific gravity is suggestive of a_ twisted 
ovarian cyst. A thick mucous fluid, difficult or impossible to aspirate, 
denotes a pseudo-mucinous cystoma. A thick or thin serous fluid presents 
more difficulties : the protein should be estimated by Rivalta’s method. 
Much protein denotes an acute inflammatory condition, jike a cyst. An 
inflammatory exudate or an ovarian follicular cyst yields a fluid resembling 
blood serum, with a diminution in the rate of sedimentation of the red 
blood corpuscles in the former condition. The aspirated fluid in cases of 
ectopic gestation may show the presence of the ovarian hormone if tested 
on a castrated mouse. The significance of pus is obvious. 

Zondek and Knorr only recommend diagnostic puncture of the pouch of 
Douglas after a careful consideration of the history, physical findings and 
red blood sedimentation rate have failed to establish the diagnosis. In 
the last four years they have performed this method of puncture in 
85 cases with obscure diagnosis, with a percentage of 4.6 of the cases seen. 
No ill effects were observed, even in cases in which subsequent operation 
was delayed for twenty-four hours. A curved needle of the same calibre 
as a lumbar puncture needle is employed; the vagina being disinfected 
with alcohol or tincture of iodine. Drainage is recommended in cases of 
ruptured ectopic gestation operated upon after puncture of the pouch of 
Douglas. In 84 of the &5 cases cited the correct diagnosis was arrived at 
after the puncture, laparotomy being thereby avoided in several cases, 
among others 16 cases of supposed ectopic gestation were recognized as 
cases of inflammatory tumour, and eight cases of suspected tumour of 
the adnexa were correctly intrepreted as ruptured tubal pregnancy. 
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On female hormones with special reference to menformon. 

The author, who is Director of the Therapeutic Laboratory in Amsterdam, 
agrees with Biedel in his definition of a hormone. (1) It is a substance 
that is found in and derived from certain definite organs. (2) It produces 
physiological effect in very small quantities, mgs. and less. These effects 
are also found under normal conditions. (3) ‘The substance does not act 
through the nervous system (no centripetal action) but its influence on 
these specific organs is through the body fluids. 

In the present state of our knowledge, Laqueur cannot speak with 
certainty regarding the number and characteristics and unity in action 
of female hormones, a priori, there are probably innumerable hormones, 
as many probably as there are feminine characteristics, probably many 
more. There are also probably hormones that play a part in causing 
these qualities other than their maintainance. The term ‘ sexual ’’ is, 
he concludes, on the whole misleading and best avoided for the present, 
but we do know that a female hormone must produce certain biological 
effects related to certain feminine characteristics, and that very small 
quantities of a substance of which we know a series of physico-chemical 
peculiarities. 

As to the biological effects, the following are Known: (1) Oestrus. 
(2) Growth. (3) Mammary development. (4) Anti-mascrline qualities. 
(5) Metabolic effects. 
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Of the physico-chemical qualities, solubility in water is important. A 
substance with the above quaiitics, one m.g. of which will cause cestrus, 
is known as ‘‘meniormon.’’? A sixth important biological quality, though 
negative in character may be added; the complete non-toxicity of men- 
jormon, which has no effect on the circulation and respiration, even when 
viven intravenously. 

The cestrai effect with adult and castrated animals was the first observed 
biological quality of mentormon. It can also be produced in senile animals 
that have had no cestrus for months and also in youthful and undeveloped 
animals provided a certain growth of tle female genitals has been 
achieved. This growth has been produced in mice, rats, cats, guinea pigs, 
and dogs. The horns of the uterus of these animals treated with minimal 
doses showed twenty times the gain of weight of the controls. 

(b) In spite of the statement made in the literature that these growth 
phenomena can be used for standardization in many less pure preparations 
than menformon, the author has not been able to confirm them, but has 
found that individuality plays a greater part in the normal than in the 
cestrus of castrated animals. Some need double the dose. It was found, how- 
ever, that to produce growth in young rats only one eleventh of a unit was 
necessary in comparison with four units to produce cestrus in adult rats, 
while the Fallopian tubes, uterus and its horns and the vagina increased 
markedly; the hormone appeared to have an inhibitary effect on the 
ripening of the follicles of the ovary. 

(c) As to the growth of the mammz the third biological effect of 
mncnformon, the author states that with a few units an increase of the 
secretary portion was definitely shown. 

(d) The fourth quality which can hardly be counted as a feminine 
quality is the anti-masculine eficct. 

(ec) The last biological quality of menformon is the effect on respiratory 
metabolism. This is a specific influence consisting of a regular increase both 
of oxygen intake and CO, output, dating from the second day of injection. 
It was only shown in female castrated animals. 

(f) The last negative biological quality is the atoxicity of the hormone 
and its negative effect on heart and respiration. This is important, as 
it has been stated that the hormone has a specific influence on heart 
and blood pressure. 


(1) The physico-chemical qualities. Menformon is taken up by water 
in fats, oils, and in volatile extracts. (2) It is volatile and passes through 
ecllodion and parchment; the substance is therefore soluble in the fluid 
from the follicles and urine. (3) The purer the substance the more easily 
1s the aqueous solution achieved. 

Krom the above, Laqueur concludes that the hormone is not a lipoid 
substance. This water solubility proved by dialysis is in marked contrast 
to his former views. 


(4) Menformon is not volatile in a vacuum of 15 mms., and heating 
in oil up to 360 C. it cannot be distilled with steam or with volatile 
substances. (5) It is a resistant substance and is thermostable in water up 
to a heat of 250°C. and a pressure of go atmospheres In oil up to 360°C. 
It is a resistant to strong acids and alkalies, also to the ferments of 
digestion, but sensitive to oxidation products. 
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3 The third condition the presence of the hormone in the fiuids of the 
body independently of the site of production has been proved. 

Frank, Loewe and Fels have found in pregnant women a substance iu 
the blood which produces cestrus, but this has not yet.been produced in pure 
or water soluble form. Nor are other qualities present. Loewe, Ascheim and 
Zondek have found an cestrus-producing substance in the urine of pregnant 
women. The author has done the same, and has been able to produce 
thousands of units of pure menformon from it, and he has also found 
menformon in the urine of normal women in varying quantities and mostly 
iti menstruating women. 

Furthermore, it has been found in the urine of men with a degree of 
purity of .oo5 mgs. per unit. That is to say an cestrus-producing substance 
occurs in the blood, and at times of increased sexual function it is excreted 
as inenformon. 

Reviewing the last three points, doubt exists as to the hormonal char- 
acter of menformon. The substance is of great general importance for 
maminals but not specific for one species. It is found in horse, cow, pig, 
rat, (in placenta) and in human beings (in placenta and follicle). 

As to its origin there are various hypothesis. It occurs in the embryo, 
probably arising in the placenta. 

Further the mammary effect is seen in the enlargement of the mammary 
gland, and occasional secretion of milk in new born infants. It occurs 
in the urine of the infant, but we know nothing of its function at this time. 
In puberty it is produced in larger quantities, which increases the growth 
of the uterus. 

The question of the physiological relation of menformon to other hor- 
mones is a subject which is only just beginning to be worked at. 

The author believes that the dosage depends largely on the body weight, 
and larger doses should be given than has hitherto been the custom. 
He also thinks that the value of the injection preparations must be judged 
by the effect of cestrus, as the growth effects can be got by smaller doses 
than are necessary to produce the cestral effects. Many clinicians have 
found that sistomens always have growth effects, but both Zondek and the 
author found that its effects on cestrus are often absent. 

Agomensin has no trace of the female hormone, but is said to have 
a very favourable effect in amenorrhcea, undeveloped uterus, ete. 

As to the good effects of sundry ovarian preparations by the mouth 
the author is of the opinin that there are other substances present besides 
menformon, as up to the present the quantity of menformon present in 
these is so minimal that there is hardly a question of their having effect 
per os. 

Finally the author points out that the conclusions formed on menformon 
only represent a link in the long chain of research on the ovary and corpus 
luteum, in which Bourne, Friinkel, Isovesco, Seitz, Fellner, Steinach and 
many French investigators have worked. He pays tribute also to the 
brilliant American research by Long, Evans, Stockhart, Papanicolaou, 
Allen, Doisy and Frank, and by Zondek and Loewe in Germany The 
present position which points to Menformon as the female hormone which 
has a distinct effect on cestrus and growth of the feminine and inhibition 
of the masculine genitals, and the influence on metabolisin is at present 
the last important link in that great chain, 
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When should the infant be first put to the breast? 

The authors are strongly of the opinion that the usual method practised 
by Jaschke, Schutz, ete., is physiologically less sound than the more modern 
and natural method of Czerny-Keller and others, who wait until the infant 
shows distinct desire for food. This method was tried in 500 cases and 
highly approved of by mothers and nursing sisters, while the infants 
throve and maintained weight. This they attribute to the absolute rest 
and even warmth. The best results were got in those put to the breast 
25 to 30 hours alter birth; many cases however, did well waiting 54 hours. 
They have no doubt whatever of the superior results of this method. 


Myosalvarsan in the treatment of congenital syphilis in infants. 

Author points out the advantages of intramuscular injections, as intra- 
venous technique in infants is difficult, especially in private practice. 
This preparation ~was used in the Wuerzburg Infants’ Clinic, where 
over 70 injections were done on ten infants with congenital syphilis. The 
preparation was given in combination with Spirobismol, a soluble bismuth 
preparation. ‘Technique was as follows: after an initial 14 days of Spiro- 
bismol by two injections weekly, alternate fortnightly injections ot 
Myosalvarsan and Spirobismol were given for 12 to 14 weeks. 

Dosage. In all cases they begin with .o2 to .o5 grammes; second dose 
.075 increasing graduaily up to .1, after which a series of .15 were 
given; the amount of Myosalvarsan was 1.5 gramimes per infant. No 
infiltrations occurred nor any undesirable effects. Weight went up steadily 
and luetic signs decreased as rapidly as with neosalvarsan. The Wasser- 
mann Reaction became negative in all cases. The author regards Myosal- 
varsan as of equal value and with fewer drawbacks and complications 
than neosalvarsan or other intravenous preparations. 


A new method for determination of the first stage of uterine pregnancy. 

The author lays stress on the fact that in bimanual examination, the 
position of the hands is important for forining an accurate estimate of 
the size of the uterus. The capacity for palpation is more highly de- 
veloped in the right than in the left, and if the right hand palpates the 
uterus through the abdominal wall, the left hand making the internal 
examination, the obstetrician is better able to judge of enlargement etc. 
This method has been used with good results, and has been taught 
to students and midwife pupils, who use it in cases where the diagnosis is 
doubtful. 


Introzide in the treatment of febrile puerperal complications. 

The author gives details of a series of 300 women treated for post- 
partum complications with intravenous injections of Introzide (an Iodine- 
Ccrium combination). No bad results were seen as regards general, focal, 
or local reactions beyond a localized venous thrombosis at the site of 
injection in two cases. In 156 febrile cases, it undoubtedly prevented 
the spread of infection. In 57 really serious cases it brought about rapid 
improvement and cure. In 46 cases, who came in with septicaemia and 
pulmonary complications, although it appeared to have little effect at the 
time, the patients ultimately recovered. The author does not regard 
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Introzide as a specific for puerperal fever, but finds it superior to Yatren, 
Rivonal and other protein bodies in the treatment of febrile conditions 
during the puerperium. 


Review of 75 years progress in practical obstetrics. 

Doederlein gives some important figures from recent statistics, show- 
ing that during the last 20 years in a million and a half births, the 
maternal mortality rate is 6,000, 2,600 of these dying of puerperal fever. 
Infant mortality during the last 75 years has only declined from 4 per 
cent. to 3.2 per cent. In these there were 45,000 still births, and if deaths 
occurring within nine days of birth are included, the mortality is doubled, 
so that in Germany to-day 90,000 infants die every year at birth. These 
are alarming figures, when so much progress has been made in operative 
and prophylactic treatment. 50 years ago Semmelweiss found the cause 
of this appalling mortality to be the examining or operating hand. 
Doederlein agrees with him here, and has no confidence in the possibility 
of hand disinfection. The best way to prevent trouble is to limit internal 
examination to cases where it is absolutely necessary for diagnosis. For 
this is often essential, as all successful treatment depends on diagnosis. 
In his clinic no obstetrician, midwife-pupil, or student, is allowed to touch 
a patient without a two fingered sterile and sterilely packed rubber glove. 
The use of this simple expedient prevents contact infection, and should, 
he thinks, be made obligatory. ‘The use of gloves alone, however, will 
not prevent puerperal infection. Here, the whole technique of operative 
interference should be revised. He regards the introduction of foreign 
bodies such as bougies, tampons, laminaria tents, etc., as highly dangerous 
and their use should be strictly limited as regards time. Laminaria never 
over three hours, and never repeated. In atonic heemorrhage no tampons 
should be more than two hours in position. There remains the question 
as to whether, despite all precautions, the patient in child-birth may 
not already have pathogenic germs present in the genital tract. Here 
the author would rely on nature’s protective measures, and holds the view 
that unwarranted meddling with, and disinfection of, the internal genitals 
is to be deplored. Complications such as eclampsia and placenta praevia 
should not, if possible, be dealt with in private practice. Most serious of all 
he thinks, is the delivery of cases of contracted pelvis. The possibility of 
spontaneous birth is excluded in the case of a conjugata vera of only 
7.5 toS cms. Here the obstetrician must decide between Cresarean section 
hebosteotomy or destruction of the child. He is in a more difficult 
and responsible position in cases over this limit with a conjugata vera 
of 11 cms. The statistics of large clinics show that in 80 per cent. of 
these delivery may take place, and that conservative methods show better 
results than operative interference. On the other hand these may 
prove a two edged sword, and lead to the death of both mother and child. 
For spontaneous delivery must always depend on factors that cannot always 
be accurately determined before, such as size of child, position and shape 
of head, strong pains ete. He gives his pupils certain simple rules to 
guide them, such as ‘never let the sun set twice on a woman in labour.’”’ 
“48 hours is the limit.” “Eternal vigilance is your duty.’’ How great 
is the importance of a good operative technique is shown by his statistics, 
which state that 10 per cent. of all deliveries in Germany are ended by 
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operative interference. The chief place here is given to Caesarean section 
which is done 30 times more than was formerly the case, whereas forceps 
operations have only increased by half. The maternal mortality has 
decreased by half in the last 25 years, but child mortality has not 
changed. In private practice, forceps operations, version etc. are the 
only choice. He condemns many of the modern forms of forceps, such 
as Kielland, which do more harm than good by beguiling the practitioner 
to undertake the delivery of atypical cases, Caesarean section in a clinic 
being as a rule safer for both mother and child. The accoucheur called 
too late to such a case, must, however, sacrifice the child, and take refuge 
in craniotomy. Here the author deplores the defective teaching of books 
which still, describe old fashioned instruments, and concludes with details 
of the best methods and instruments for these desperate operations. 


Un rupture of the uterus. 


The author reviews the causes of increasing numbers of uterine rupture 
during labour and pregnancy reported in gynecological literature during 
recent years. He sums them up as follows :—(1) Results of Caesarean 
section done by those who may be good surgeons, but are inexperienced 
obstetricians. (2) Abrasions and damage to walls of uterus. (3) Severe 
puerperal pain. (4) The increasing use of pituitary extracts to increase 
the strength of pains and labour. Rupture takes place at certain definite 
sites, i.e. parts that are the seat of abnormal strain, pressure or dragging. 
Such typical accidents are: (1) Longtitudinal tears of the cervix caused 
by the passing of the hand or instrument with insufficient opening ot 
the os: (2) ‘Tears from abnormal stretching of the lower portion of the 
uterus beginning at BandI‘s Retraction ring : (3) Among rarer causes is 
the tearing away of the whole utcrus from the vagina, as happens oc- 
cassionally in the case of a very pendulous abdomen. Prophylaxis is better 
than cure, and sigus of impending uterine rupture should be thoroughly 
known, viz. violent pains with high Bandl’s ring above the umbilicus ; 
both round ligaments palpable as hard bands under the skin and acute 
tenderness to pressure over the lower uterine segment. At the same time 
the presenting part is hcld as in a vice, the heart sounds weaken, and 
the vagina is hot and tender. In spite of these very definite and char- 
acteristic signs, cases are still being brought into clinics with the diagnosis 
“heart weakness, pulmonary embolisin, ete.’’ Obstetricians are sometimes 
apt to forget also that disaster may occur as the result of forceps, version, 

r extraction operations, until internal haemorrhage or peritonitis announce 
the disaster. The old rule of careful palpation of the uterus should be 
observed in any serious operative interference. 

Nhe author gives notes of seven interesting cases illustrating 


} 
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the dangers of rupture in the case of old scars after Ccesarean section, 


und in cases of pre-existing damage to the walls of the uterus. He urges 
the advisability of tmimediate laparotomy to avoid the danger of hamorr- 
have or tnfection. 


Further experiences with sepsis anti-toxin in the treatment of puerperal infection. 


Che author confirms the excellent results reported by Touros and 


Warnekros of a specific antitoxin for the treatment of puerperal strepto- 
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coccal infection. This antitoxin is prepared by gradual immunisation 
of horses with various types of highly virulent streptococci from puerperal 
cases by the combined methods of Dick and Dochez. This polyvalent 
anti-serum has been used in 400 cases of post-partum febrile and puerperal 
conditions with rigors and great circulatory disturbance. In all of them 
streptococci had been found in the vaginal secretion, and in many of them 
in the blood. Of these 400, 299 were apparently mild cases on arrival 
at the clinic, but all developed signs of serious infection a few hours after 
arrival. 98 arrived with rigors and marked toxic signs. Three were 
moribund. All received antitoxin intramuscularly in 50 ccm. doses, 
which were daily repeated until the temperature became normal. In 
the first group of 156 cases, the effect was immediate, and 100 ccm. 
sufficed without further therapeutic measures. The second group of 190 
al! recovered, but not without some operative or obstetrical interference. 
In the third group of 34 very serious cases, no immediate effect was 
seen from the antitoxin, but all ultimately recovered, though after longer 
periods of illness. Group 4 were 20 fatal cases, in whom staphylococcal 
infection was also found, this anti-toxin being apparently specific for 
streptococci only. 


Justina Wilson 


Acta Gynecologica Scandinavica. 


Vol. vi, Fasc. 4. 

*The prognosis for children delivered with forceps. P. Wetterdal. 

*On the etiological importance of birth injury in children with congenital 
spastic paraplegia. F. G. Jensen. 

Ovarian pregnancy. C. F. Heijl. 

*Rupture of the symphysis pubis during spontaneous parturition. J. 
Heyman. 

*Case of ruptured symphysis during parturition. J. Olow. 

Transactions of the Gynecological aud Obstetrical Society of Copenhagen. 
1924-5 and 1925-6. 


The prognosis for children delivered with forceps. 

This is an investigation of 2,oco children delivered with forceps, 
controlled by a similar investigation of 2,oco children spontaneously 
delivered, 88.15 per cent. were traced to the age of 12 or to the time of death 
if earlier. 


Forceps deliveries are burdened with a primary mortality for the 
children varying for the different indications which led to the use ef 
forceps. In cases of low forceps operations the primary mortality is only 
one per cent. greater than that associated with spontaneous deliveries. As 
the results are the same, whether the head has been on the pelvic floo: 
for two or more hours, early application of forceps is recommended when 
progress has ceased. 


In all categories of those delivered by forceps on different tndications 
the results are reflected in the primary mortality; but when compared 
With those spontaneously delivered no inferiority can be detected in those 
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delivered by forceps so far as mental and physical conditions at the age 
of 12 are concerned. 

As exceptions from the above conclusions, we have the intermediate 
and high forceps operations. These are employed as a rule on some 
absolute indication from the standpoint of mother or foetus. They are 
associated with very much greater risk for the child by way of serious 
mental defects than is the case with those spontaneously delivered or with 
children delivered by the low forceps operation. 


On the etiological importance of birth injury in children with congenital spastic 
paraplegia. 

An examination of the birth histories of 152 such children showed : 

1. That 65 per cent. of the children were first-born, that the last stage 
of delivery had been pathological in more than half, aud that the children— 
chiefly underweight and premature— had been born in a deeply asphyxiated 
condition with symptoms of traumatic intracranial haemorrhage. 

2. That, from an etiological point of view, familial predisposition aud 
syphilitic and post-natal infections have little importance compared with 
birth trauma and traumata arising during the first months of pregnancy. 


Rupture of the symphysis pubis during spontaneous parturition. 

Heyman aud Olow record two very similar cases. In neither was the 
labour very severe. No complaint was made until one or two days later, 
when pain was felt, with difficulty in turning in bed. There was pain 
on direct pressure over the symphysis and on bilateral pressure. The 
diagnosis was confirmed by X-ray examinations. Tater examinations, 
after two months and six months, showed that union was still incomplete, 
allowing a certain amount of vertical displacement when the weight was 
borne on one leg. 


A. Gough. 


Annali di Ostetricia e Ginecologia. 


October, 1927. 
The pathogenesis of placenta previa. P. Pensa, 
Retro-deviation of the uterus and maternal function. Di Francesco. 
November, 1927. 
Syndromes :—urinary, cardio-vascular, azotemic and chloruremic—in the 
different forms of nephritis complicating pregnaiucy. Dossena. 
Clinical research on immunising or local treatment in inflammatory 
lesions of the female uro-genital tract. Tropea-Mandelen. 
*Cresarean section with temporary exteriorization of the uterus. Coen. 


Cesarean section with temporary exteriorization of the uterus. 

Coen reviews twenty-one cases recorded in literature of successful 
Cresarean sections according to the method of Portes. He then describes 
in detail an operation recently performed by himself according to this 
method since it seemed to have every indication for its adoption. The 
patient (aet 26, 1-para) had grave pelvic deformity, her temperature was 
high and there was a record of doubtfully aseptic examinations, The 
child was still alive but evidently suffering. 
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The operation was successful, the uterus was exteriorized for 43 days 
till the uterine wound was perfectly healed, and a few weeks later the 
patient left hospital in good health. 

Coen considers that within the limits prescribed by Portes, the 
operation is one to be recommended. Since the chief danger of peritoneal 
infection is from the uterine wound, this is avoided by keeping the uterus 
under observation and, so to speak, under control. 

It is a simple matter to break down omeutal and intestinal adhesions 
when the uterus is replaced. In cases where the treatment fails to arrest 
infection, it is easy to carry out hysterectomy should this operation be 
necessary. It must, of course, be said that wherever there is infection 
with dead foetus it is better to resort to embryotomy than to Ceesarean 
section. 


J. H. Filshill 


Revista Italiana de Ginecologia 


May, 1927. 
*Tumbar anesthesia in the Obstetric and Gynecological Clinic at Bologna. 
Pensu. 
*The function of the placenta. Dellepiane. 
Transplantation of the ovary. Magnani. 
Malformations of the female genital organs and mammary secretion. 
Cebruzzese. 
The foetal vago-sympathetic system in relation to the action of adrenalin, 
pilo-carpine, and atropine. Revoltella. 
June, 1927. 
Biologic action of decidual transplantation on the mammary glands. 
Madruzza. 
A case of placental tumour. Pomini. 
Venous pressure studied by direct methods in obstetrics. Dellepiane. 
Hetero-specific pregnancy and pregnancy toxemia. Badino. 
Reticulated tissue of the foetal adnexa. Alamanni. 
*A vitamins and pregnancy. Scaglione. 
*Pathogenesis of puerperal psychoses. Rio, 
JUEY, 1627. 
The topography of the ureters in female genital tumours. Paroli. 

*The elimination of creatinin and uric acid in the puerperal relation to 
uterine involution and mammary function. Mentines and Iametir. 
Alterations of the utero-ovarian tract in experimental scurvy. Pucconi. 

*Some cases of uterine perforation. Nordio. 
July, 1927. 

Angular tubal pregnancy. Bacialli. 

September, 1927. 
The first stages in the development of uterine cancer. D’Erchia. 
Cervical pregnancy. Bacialli. 
Tumours in gynecology. Abruzzese. 
*Velocity of sedimentation of blood-corpuscles in female genital cancer 

before and after curie-therapy. Patti, 


M 
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Proof of streptococcic virulence in the cure of uterine cancer. Cuizzer. 
*The function of the placenta. Dellepiane. 

Interferometry and its application in gynaecology. Davarizo. 

October, 1927. 
*The value of Wassermann’s serum reaction in obstetrics. Del Vivo. 
Histological vaginal changes in relation to the phases of the ovarian 
functional cycle. Puccioni. 

Result of pregnancy in a rudimentary atresic uterine horn. Serra. 

The foetus and ovular adnexa at different epochs of gestation. Floris. 
The “peripheral heart” in pregnancy. Parolli. 


Lumbar anesthesia in the Obstetric and (Gynecological Clinic at Bologna. 
There is great disparity of opinion on spinal anesthesia. 

To avoid painful surprises Pensu considers attention should be paid 
tu three important factors :—(1) the type of patient; (2) the anzethetic ; (3) 
technique before, during, and after operation. 

1. (a) Some patients cannot be spinally anzesthetized. Such are those 
who have abnormally calcified spines. On an average there are two to 
three per cent. of these cases. (b) Others should not be so anzesthetized. 
He never anesthetizes a patient unwilling to undergo lumbar puncture 
since psychic unrest is often a cause of failure. Patients suffering from 
shock, anemia, or blood-pressure lower than 85-90 millimetres are 
excluded. So are those who have auy spinal or meningeal disease. 
(c) Those for whom lumbar anzesthesia is relatively inadvisable. Chief 
among these are very timid or nervous patients, or those habitually subject 
to severe headaches. 

In diseases like tuberculosis or syphilis, there is no greater danger from 
a spinal than from a general aucesthetic. In advanced age, spinal anees- 
thesia is indicated. Post-operative headaches are less frequent and less 
severe in elderly than in younger patients. 

(2) Not only the nature of the analgesic but its mode and date of 
preparation are co-efficients of the first order. 

From the statistics of the last few years he deduces that cocaine and 
some of its derivatives like tropocain and stovaine should not be used. 
Novocain holds the field for low toxity, high anzesthetizing power and 
easy elimination. But for over a year he has employed a new product— 
tutocain (Bayer)—and prefers it to novocain or to the combination stovaine- 
alipin. In analgesic power tutocain is eight times superior to novocain, 
but twice as toxic, therefore one may say it is four times as efficacious. 
Analgesia is established quicker, lasts longer and passes off sooner. Now, 
he never uses less than seven c.c. solution tutocain (supra-renal) and 
obtains perfect anesthesia for an average duration of two hours. 

(3) The patient is prepared as carefully as for a general anzesthetic, 
and is given an injection of digitalin four hours before and one of morphine 
one hour before operation. He is averse to withdrawal of much cerebro- 
spinal fluid before analgesic injection. In some low-pressure cases a few 
drops suffice. The patient should remain seated for at least five minutes 
after injection, and if the Trendelenburg position is required it should 
not be assumed for at least 15 minutes. 


The statistics of his operations are:— 240 with novocain, 


26 with 
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stovaine-alipin, 202 with tutocain. In only 16 per cent. was the result 
negative. With tutocain the percentage fell to one per cent. complete 
failure, eight per cent. incomplete anzesthesia. 

With the technique and anesthetics he described, his operations have 
never been followed by meningitis, paralysis or paresis, and he has 
never had a case of intractable aud persistent headache. 


The function of the placenta. 

Dellepiane discusses objections to his experiments in artificial placental 
circulation. Some hold that his researches are of no service in studying 
the biologic organ, because the integrity of the circulation in relation to 
the maternal blood-vessels and villi is altered. He maintains that, as a 
result of his investigation, he has observed elaboration of carbohydrates 
in the isolated live placenta. By instituting a series of experiments on 
placentas deprived of vitality for several hcurs, he has controlled his first 
experiments and has shown that the changes are not due to any extraneous 
organism. In the ‘“‘coutrols’ there is no modification in total glucose 
and no increase in glycogen. 

Further, by a method of what may be called septic autolysis—autolysis 
with non-sterile material in the absence of any anti-putrefactive element— 
he has proved very slight diminution in glucose after three to four hours 
(four to five per cent.) and very evident diminution after five to six hours 
(12 to 20 per cent). 

Considering that his experiments with the living placenta were never 
prolonged beyond the first half-hour, and that the conditions in septic 
autolysis were much more unfavourable than in the organ with circulation 
going on, it is evident that bacterial fermentation has not produced the 
metabolism. In the first half-hour, a time in which putresceuce was 
impossible—the greatest changes in the sugars happened. These decreased 
in successive periods. He therefore attributes the modification in carbo- 
hydrates observed in his experiments to an effective glycolitic, glycogeno- 
and glycogen-genetic power in the organ itself. 


A vitamins and pregnancy. 

Scaglione refers to the few investigations recorded in literature on the 
effects of B or C vitamin deficiency in pregnancy. There seems to be 
evidence that diet deficient in vitamin B predisposes to beri-beri with 
marked oedema, while scurvy with frequent occurrence of abortion or 
still-birth results from vitamin C deficiency. If the children are born 
alive, they generally have or develop symptoms of infantile scurvy or 
Barlow’s disease. 

He has recently conducted a series of experiments to determine the 
effects of vitamin C deficiency not only in connection with scurvy but in 
the hope that light may be thrown on other pregnancy toxeemias and on 
certain forms of osteo-malacia. Fs 

To avoid absence of B vitamin, amino-acids or salts, he added desiccated 
hay to the oats and water dietary. Guinea-pigs were the animals selected 
since they are most sensitive to C deficiency and also because they develop 
symptoms resembling Barlow’s disease in human beings. 

He chose 32 animals in good health, 26 pregnant and six non-pregnant. 
He found that :— (1) all developed symptoms of scurvy but in the pregnant 
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animals the disease was much worse—internal hemorrhages and marked 
osseous lesions were noted. The non-pregnant lived 23-31 days. Of the 
others, five died in 16 days, 18 in 22 and only three lived to the 26th day. 
(2) In the pregnant animals, the diet showed a tendency to cause abortion 
or premature birth. Of four animals born at term, three were alive 
(3) Those born dead, either prematurely or at term, showed scorbutic lesions 
which were severer according to the age of the foetus. Slight in early 
abortive cases, those born later showed grave lesions—degenerations 
hemorrhages, bony malformations, even intra-uterine fractures. 

To test the effect of the maternal diet, Scaglione put the four born alive 
on scorbutic diet along with others born of normal mothers. The first 
centracted scurvy almost immediately and died much sooner than the 
normal animals. 

Though all the results obtained by experiments on animals cannot be 
assuuned as equally applicable to man, yet the picture presented by guinea- 
pigs which have suffered from vitamin C deficiency finds its correlative in 
human scurvy. It can specially be noted in babies artificially fed with 
sterilized milk. Many diseases seen in pregnancy or in foetal life may 
find their explanation either in the deficiency of a given group of vitamins 
in the maternal diet or in the capacity of the mother to utilise ‘it. 


Pathogenesis of puerperal psychoses. 

Rio refers to Resinelli’s views (1911) that, in the pathogenesis of 
puerperal psychoses, the two supremely important factors are (1) ovular 
toxeemia and (2) altered qualitative and quantitative function of the endo- 
crinal glands. Other causes may certainly be super-posed and aggravate 
the symptoms. Such, for example, are puerperal infections, psychopathic 
heredity, organic exhaustion and prolonged lactation. 

There is no doubt that in pregnancy there is hyper-plasia and hyper- 
function of the thyroid, supra-renals and hypophysis. It is less universally 
believed that the uterine and ovarian endocrines increase in activity. A 
state of endocrinal disequilibrium results affecting the tone of the central 
and sympathetic nervous systems. 

Rather than give his experience in many cases, the author describes 
one which, in its course and its re-action to therapy, is typical of what 
may happen in many. 

The patient (age 25 years) came to his hospital in the fifth month of 
her first gestation. There was a history of insanity on the maternal 
side. For three years she had had physical and psychic trouble in the 
first days of menstruation. There had been headache, urticaria and 
sickness with mental depression and sometimes convulsive attacks. In 
the first four months of pregnancy she was remarkably better. Then periods 
of intense maniacal excitement followed by depression with suicidal 
tendencies occurred. Wassermann was negative. 
Enlargement of thyroid and bradycardia were noted. 

Rio undertook a series of investigations on her blood-serum, obtaining 
repeated samples of blood before, during and immediately after attacks. 
During and after the attacks the serum examination showed diminished 


power of coagulation, leukopenia, eosinophilia and lowering of complemen- 
tory power. 


Urine was normal. 


Pregnancy was interrupted and physical recovery was good, but the 
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psychoses persisted. Serum results were the same during the attacks, 
and normal between them. He considered that they indicated colloido- 
clasic disequilibrium or what is now called an anaphylactic state or a 
heemoclasic crisis. Usual curative agents were tried in vain, so he pre- 
scribed endovarian and endothyroid extracts. To these he added lesser 
doses of hypophysis and supra-renal extracts. Her mental state gradually 
improved and soon became normal. The most surprising feature was 
that menstruation came on without any of its previous discomfort, physical 
or psychic. 

To verify his diagnosis and justify his treatment he had tested the 
blood-serum by Aberhalden’s method of dialysis. In normal pregnant 
serum there is elective action (positive) only on the albumins of ovular 
origin, such as the placeutal and in less degree in the corpus luteus, uterus 
and ovary. Towards all other endocrinal glands the action is distinctly 
negative, as in these there is no dysfunction. The patient’s serum was 
intensely positive not only to the placenta but to the ovary, gravid uterus, 
thyroid, supra-renal, faintly so to the hypophysis. It thus indicated super- 
production of ferment or the formation of a polyvalent ferment. 

Injecting varying doses of the serum into 12 sensitized guinea-pigs, 
its toxic nature was shown by production of shock in all and death 
immediately after in nine of the animals. 

Though not absolutely reliable, he recommends dialysis serum tests as 
a most valuable aid in studying the glands of internal secretion. 


The elimination of creatinin and uric acid in the puerperal relation to uterine 
involution and mammary function. 

The authors discuss the origin and physiological importance of creatinin 
and uric acid. They proceed to describe their own investigations on the 
elimination of these two products. of cell metabolism during pregnancy, 
in labour, and in the puerperium whether after abortion, premature 
parturition, or labour at term. 

Their main objective was to determine if there was a relation between 
the percentages in creatinin and uric acid excretion and the involution of 
the uterus. In most cases research was conducted on physiological pregnan- 
cies with spontaneous labour. They abstained from examining any septic 
cases lest fever should compromise the exactitude of their results. 

Their conclusions are : 

1. During pregnancy—either in its first or in its second half—there is 
only a slight increase over normal in the amount of creatinin and uric 
acid excreted. They consider the increase in both products is probably 
due to the immission of nitrogenous substances of ovular origin into the 
inaternal circulation. 

2. During labour the excretion of creatinin and of uric acid is greatly 
increased. This is chiefly due to the muscular fatigue of parturition. 

3. In the puerperium the emission of creatinin in the urine is intense. 
Uric acid not so marked in increase at first goes on constantly increasing. 
Elimination of both increases progressively up to the third or fourth day 
after which the curves of elimination for both fall gradually to normal. 
This puerperal creatinin is determined by the autolysis of the uterus. 
If uterine involution is rapid there is greater excretion of both creatinin 
and in a lesser degree of uric acid, but the curve of elimination is almost 
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equal in each case. Both are influenced also by the volume of the uterus. 
With a larger uterus there is greater excretion. 

4. Parity has no influence. 

5. The effect of uterine involution on excretion is modified by the 
development of milk secretion. On the day preceding the rise of the 
mammary function creatinin excretion falls abruptly. If milk comes 
quickly, it rises rapidly and then falls gradually. In cases in which 
secretion is slow both creatinin and uric acid are eliminated gradually 
without any abrupt fall or rise. 

The sudden appearance of a new function—lactation—causes the 
organism to provide for its exigencies. Therefore a good proportion of 
nitrogeneous elements set free by uterine autolysis instead of being excreted 
are retained for the elaboration of milk. Once the maternal system is 
accustomed to its new conditions elimination becomes abundant. 

The restraining influence of the mammary function on nitrogen excretion 
is shown by the fact that in puerperiums without lactation the quantity 
of creatinin and uric acid excreted is much higher than when there is 
continued milk secretion. 


Some cases of uterine perforation. 

Nordio describes six cases of uterine perforation and their treatment. 
All of them might be called cases of violent perforation, since all were 
due to instruments used to procure abortion or in curetting after abortion. 
Intervention was necessary in every case, and in only one could laparotomy 
be followed by conservative treatment—evacuation of the uterus and su- 
ture of the wound. In two cases, he performed total hysterectomy with 
fortunate results. In the first case—induced abortion for tuberculosis— 
the uterus had been incompletely evacuated, there was grave intestinal 
lesion and peritoneal symptoms. In the other, treatment at first expectant 
because of the apparently good condition of the patient and some doubt 
as to perforation having occurred, led to an operation when symptoms 
of peritonitis developed. 

In three cases supra-vaginal hysterectomy was performed. In one of 
these the patient made a good recovery. Notwithstanding this final result, 
he considers that total hysterectomy would have been safer. Incomplete 
abortion had taken place a few days before operation. The uterus was 
not completely empty and there was a fairly large perforation of the 
posterior wall of the bladder. The cervical stump might have been infected 
but he hesitated to resort to a radical operation because of the good condition 
of the patient, because surgical treatment after attempted abortion had been 
carried out by a good surgeon and because a supra-vaginal hysterectomy 
would give better support and covering to the bladder suture. 

In the other two cases, the patients died but both were seriously ill 
on admission. In one there had evidently been an old abortion with 
perforation into the abdomen—an interrupted isthmic pregnancy—and 
internal haemorrhage with adhesions. 

The second patient was in a state of acute ancemia after post-partum 
hemorrhage. Perforation occurred during curetting. The operation took 
place half-an-hour later and post-operative conditions seemed favourable 
till the third day. Death occurred on the fifteenth day from acute ancemia 
and sepsis, : 
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As a general rule he considers that non-operative treatment can be 
followed only when :— (1) Perforation has occurred in a uterus which is 
neither pregnant nor puerperal. (2) No suspicion of infection can be 
entertained. The wound has occurred in perfectly aseptic surroundings. 
(3) There are no symptoms of internal or external hemorrhage or of 
lesions of other organs. (4) The perforating instrument has not been 
large or sharp. 


Velocity of sedimentation of blood-corpuscles in female genital cancer before and 
after curie-therapy.- 

The sedimentation velocity of blood-corpuscles has recently received 
much attention in every branch of pathology in the hope of discovering 
a new aid to diagnosis or proguosis in many diseases. 

Patti refers to the researches of Linzenmeier in obstetrics and gynz- 
cology, as he first made the attempt to diagnose malignant tumours by 
time of sedimentation. It is agreed that in carcinoma in general, 
sedimentation time is under three hours and becomes shorter with 
advancing cachexia. In extreme cachexia instead, there is a very pro- 
tracted sedimentation. Experience is divided on the subject of benign 
tumours and it is held that in fibromyoma the time is accelerated as in 
cancer. Therefore, the conclusion reached is that the diagnostic value of 
the process is limited, though it is of high biological interest. 

-atti’s investigations were conducted with the aim of finding out what 
modification radium treatment would cause in sedimentation velocity, how 
long this change would continue, and whether evidence of cure could be 
deduced from it. 

He examined about 30 cases ; most were of cervical carcinoma in various 
forms and stages. There were three cases of mammary cancer, one of 
vaginal (primary) and two (primary) of the vulva. 

He found that time of sedimentation was nearly normal in non- 
ulcerating cancers. In some early ulcerative cases the time lay between 
two and a half and four hours. In vegetative forms with widespread 
ulceration sedimentation took place in 40 to 50 minutes. The most rapid 
sedimentation observed was in a case of rectal cancer. The time taken 
was only ten minutes. 

Since velocity of sedimentation is accelerated in different forms of 
disease where albumin is destroyed and re-absorbed by the organism, 
it cannot be used in practice for the diagnosis of cancer. 

Radium therapy greatly accelerates the sedimentation time in direct 
relation to the more or less evident destruction of the cancerous vegetations 
and the passage of cellular detritus into the circulation. 

A normal velocity of sedimentation in a cancer clinically cured proves 
that the discovere. lesions are cured, and may signify complete cure. 
But it does not negative diffusion or exclude metastasis. The author gives 
an instance of a case of uterine cancer clinically cured by radium. A year 
after the cure and while the time of sedimentation was more than six hours, 
cystoscopy revealed a cancerous metastasis in the bladder—undoubted 
nodules though non-necrotic and scarcely ulcerative. A prognosis made 
from sedimentation after curie-therapy must therefore be a guarded one. 


The function of the placenta. 


In this second series of investigations on placental function, the author 
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gives a detailed account of his ¢xperiments and the technique employed 
in maintaining artificial circulation in the isolated placenta. , 

He compares his results on the variation of urea and ammonia in the 
placenta with analogous results obtained by other investigators on other 
organs, particularly with Artom’s experiences on perfusion and autolysis 
of the kidney. 

Dellepiane’s experiments prove that the placenta possesses energetic 
proteolitic activity, weak ammonio-genetic action, and a certain urec-genetic 
and ureolitic power. 

The chief conclusions which he draws are :— 

1. During artificial circulation or in the course of autolysis the placental 
tissue reveals remarkable proteoclasic properties which produce amino- 
acids from complex nitrogeneous molecules. 

2. In the presence of a conspicuous quantity of amino-acids the living 
and isolated placenta causes the disappearance of a large quantity of amino- 
acids. Since there is no corresponding increase in the production of 
ammonia, it must be admitted that these amino-acids have been elaborated 
synthetically with production of complexes which give lower values in 
the titration formula. The phenomenon of amino-acid disappearance is not 
noted in septic autolysis. It seems therefore to depend on the survival 
oi cellular elements. 

3. In artificial circulation and also in autolysis the placenta shows 
slight ammonio-genetic activity. 

4. In the same experimental conditions a discrete ureogenetic activity 
is noted. Along with this the placenta also possesses the capacity ol 
partially destroying urea when a conspicuous quantity of this substance 
is present. This process of ureolysis is totally different from that of 
vegetal ureasis since it does not lead to a corresponding increase of 
ammonia. 


The value of Wassermann’s serum reaction in obstetrics. 

The diagnostic reliability of Wassermann’s reaction admitted with few 
exceptions in medicine is still a source of conflicting opinions in obstetrics. 
Stiimer, Bruozel and others think that pregnancy may cause a_ positive 
Wassermann even if there is no suspicion of syphilis. Their deductions 
seem to Del Vivo to rest on rather a slender basis (10-14 per cent. of cases 
seen) and he holds that other factors than pregnancy may account for 
the occurrence. 

Within the last six years he has made 948 Wassermann examinations 
on patients in his hospital, during pregnancy, at parturition, and in the 
puerperium. In 160 cases these tests were made on the same women. 
He tabulates his results according to the woman’s state of health :— 
(1) Healthy women absolutely free from syphilis. (2) Women suffering 
from other diseases, such as tuberculosis, pernicious anaemia, nephritis, 
or eclampsia. (3) Women who have syphilis—actual, latent or cured. 
(4) He also examined the foetal blood in cases of maceration, monstrosity, 
abortion, premature birth and in multiple pregnancy. 

His statistics show that in (1) the reaction was generally negative 
(positive in 1.80 per cent. cases only). It showed a slight tendency to be 
positive in a few cases when labour was long and difficult, but again 
became negative in the puerperium. 
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In (2) of all diseases complicating pregnancy, eclampsia alone, if very 
severe, gave a positive Wassermann. In hydramnios a positive result was 
obtained in half of the cases even in the absence of suspected syphilis. 

In (3) the result was positive in most of the cases, and was more easily 
obtained during parturition. It is therefore probable that immediately after 
labour is a favourable time for revealing existence of the disease. Retro- 
placental blood may be examined. The possibility of the result in a normal 
case must be borne in mind. In (4) foetal maceration a positive reaction 
was yielded in two-thirds of the cases ; in malformation only in 14.7 per cent. 
In multiple pregnancy (38 cases of twins) the reaction was always negative, 

Del Vivo concludes that pregnancy does not give rise to a positive 
Wassermann reaction. He attributes such a result either to (a) method or 
fault of technique—dose or choice of antigen—, or to (b) bio-chemical 
changes in the circulation because of toxins. The fact that a positive 
Wassermann may be got in difficult labour or in eclampsia seems to 
support the latter hypothesis. 

J. H. Filshill. 





REPORTS OF SOCIETIES. 


ROYAL, SOCIETY OF MEDICINE. 
SECTION OF OBSTETRICS AND GYNASCOLOGY. 

MEETING of the Section held on December 16th, 1927. 

The President, Mr. Comyns Berkeley, in the Chair. 

Dr. W. G. BARNARD showed two specimens : 

(i). AN ENDOTHELIOMATOUS DERMOID OF THE Ovary, 

and a recurrence near the cervix removed twenty-four years later. He 
said that the first tumour had been reported by Dr. Herbert R. Spencer, 
and that in 1917 a tumour the size of a pigeon’s egg was removed from the 
vagina, and a tumour the size of a split pea could just be felt to the right of 
the os uteri. In June, 1927, the tumour exhibited was removed from the 
region of the cervix. Dr. Barnard said the nature of these tumours was 
identical with that of the endotheliomata, and he believed that the secoud 
and third were secondary to the first. The extraordinarily similar micro- 
scopic structure, the fact that the third was papable when the second 
was removed, and the slight increase in cellularity of the tumours seemed 
to him to support this view. 

The specimen was discussed by the President, by Dr. Malkin, who 
gave a clinical history of the case in question, and by Mr. Stevens. 

(11). OCCURRENCE OF LEIO-MyO-SARCOMA OF THE UTERUS IN THE 
CERVICAL STUMP. 

He pointed out that there were two possibilities for the occurrence of 
this tumour. It was either the remains of a malignant fibroid left behind 
at the original operation, or it was a sarcoma occurring de novo in the 
cervical stump. 

This case was discussed by the President, by Mr. Stevens and Dr. 
Clifford White. Dr. Barnard replied. 

Mr. Frederick Roques showed a specimen of 

ENDOMETRIOMYOMA OF TH® UMBILICUS. 


The specimen was obtained from a patient who thirty-four years 
previously had been operated upon for an inguinal hernia. He showed 
microscopic specimens revealing all the characteristics of an endometrioma, 
and he then considered whether this tumour in any way helped towards 
the elucidation of the origin of these umbilical endometriomata. He drew 
attention to the occurrence of a sinus at the back of the specimen and 
pointed out that in his opinion he did not cousider that it was justifiable 
to invoke Sampson’s theory of causation to explain these tumours growing 
at the umbilicus and in an outward direction. After reviewing the evidence 
he believed that this specimen could be used in support of almost any of 
the explanations which have from time to time been advanced, but that it 
lends more colour to that usually known as the ‘‘peritoneal theory.” 
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The specimen was discussed by the President and other members. Mr. 
Roques replied. 

Professor BECKWITH WHITEHOUSE showed a Specimen obtained from the 
abdominal wall of a patient who had menstruated through a laparotomy 
scar for twenty years, associated with diffuse endometriomatosis of the 
pelvic cavity and the abdominal wall. He detailed the clinical history of 
the case and pointed out that after 20 years the menstrual function returned 
in a normal manner. The patient was subsequently treated by radium 
and made good progress. 

The specimen was discussed by the President and Mr. Stevens. Pro- 
fessor Whitehouse replied. 

Mr. Burt-WHITE read a paper entitled : 

AN INVESTIGATION INTO TH ALTIOLOGY OF PUERPERAL SEPSIS. 

This paper detailed the results of examinations of swabs taken from 
the cervical canals of pregnant women. The swabs were taken by means 
of a special instrument and extensive bacteriological examinations were 
made. The organisms were cultured both aerobically and anaerobically, 
and their effects on animals were tested by injection. Mr. Burt-White 
demonstrated the rarity of the Streptococcus pyogenes, and mentioned 
that the one case in which this organism had been isolated had a normal 
puerperium. He reviewed the previous results of examination on similar 
though less exhaustive lines, and pointed out the difficulty of determining 
the actual strains of Streptococcus responsible for fatal cases of puerperal 
septicaemia. 

This paper was discussel by the President, by Dr. Oxley and by Dr. R. 
Armstrong, who had been associated with Mr. Burt-White in the 
investigations. 


ROYAL SOCIETY OF MEDICINE. 
SECTION OF OBSTETRICS AND GyNAiCOLOGY. 

MEETING of the Section held on January 2oth, 1928. 

The President, Mr. ComMyNs BERKELEY, in the Chair. 

Mr. W. GILLIATT showed a specimen of 

SARCOMA OF THE UTERUS. 

The specimen was obtained from a patient aged twenty-seven, whose 
symptoms had only lasted for one month. She had a sudden attack of 
acute abdominal pain ten days before operation. The physical signs were 
unusual, in that the swelling was found rising out of the pelvis to within 
one inch of the umbilicus and in the right lateral and posterior fornix was 
another swelling, soft and almost cystic. A subtotal hysterectomy was 
done and the right Fallopian tube and ovary removed. When seen on 
January 2, 1928, she was in excellent health and nothing abnormal could 
be detected on examination. The microscopic sections show the characters 
of a myosarcoma. ; 

The case was discussed by the President and Dr. Herbert Spencer, and 
Mr. Gilliatt replied. 

Professor J. B. CLELAND (University of Adelaide) sent a short communi- 
cation entitled : 

DiFFICULT IABOUR IN A PURE-BLOODED AUSTRALIAN 
ABORIGINAL, WOMAN. 
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This was an account of the whole process of labour, as taking place 
in an Australian aboriginal. The first stage was normal, the second was 
unduly prolonged, the child lying in the left occipito-posterior position. 
The head descended to the plane of the ischial spines, but further progress 
was impossible. Under anesthesia the position was converted into a left 
occipito-anterior, and great difficulty was experienced in delivering the 
head by axis traction forceps. The shoulders were only delivered by 
extreme traction, and there was similar difficulty with the breech. The 
placenta was retained for thirty-five minutes and was removed manually. 

After labour the pelvis was examined, and was thought to be of the 
funnel variety. It was also slightly generally contracted. The child was 
unusually large, weighing twelve and a-half pounds. 

The case was discussed by the President, Dr. Herbert Spencer, Mr. 
Gilliatt, Dr. Oxley, Dr. Frances Ivens and Dr. Barris. 

Mr. G. F. Gispperp read a paper entitled : 

A CONSIDERATION OF THE RESULTS OF ALBUMINURIA OCCURRING DURING 
PREGNANCY, WITH SPECIAL REFERENCE TO THE RELATIONSHIP BETWEEN PREG 
NANCY KIDNEY AND CHRONIC NEPHRITIS. 

This paper is the result of investigations carried out upon seventy-eight 
patients at the Post-natal Clinic of the Maternity Department at Guy’s 
Hospital, forty-three of whom were examined at intervals greater than 
six months from delivery. The author concludes that albuminuria of 
pregnancy recurs in subsequent pregnancies with much greater frequency 
than is usually stated. He considers that this points to permanent renal 
damage as a result of the primary albuminuria. The evidence shows that 
chronic nephritis may arise de novo as a sequel to pregnancy kidney, and 
he regards the most delicate test of the renal function in a patient who 
has had a pregnancy kidney to be a subsequent pregnancy. He has found 
permanent renal damage in over filty per cent. of his cases. He does not 
believe that it is possible to say that there is no danger in an albuminuria 
occurring during pregnancy, and considers that the term ‘functional 
albuminuria of pregnancy” should be abolished. He also concludes that 
induction for this condition is commonly postponed too long, and believes 
that the mere avoidance of eclampsia is not an obstetric triumph. As a 
further argument in favour of early induction, he points out the frequency 
with which the foetus is macerated in these cases. 

The paper was discussed by the President, Mr. Wyatt, Dr. Ramsay 
aud Mr. A. Crook; Mr. Gibberd replied. 


ROYAL, SOCIETY OF MEDICINE 


SECTION OF OBSTETRICS AND GYNAICOLOGY. 
MEETING of the Section held on February 17th, 1928. 
The President, Mr. ComMyNS BERKELEY, in the Chair. 
Dr. BETHEL, SOLOMONS showed specimens of 

Two UTERI REMOVED FOR PUERPERAL SEPSIS. 


Dr. Bethel Solomons stressed the difficulty of deciding the optimum 
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time at which hysterectomy should be done in cases of puerperal sepsis. 
He regarded a continued raised temperature and pulse rate in spite of 
treatment, an arrest of involution, the presence of irregularities on the 
surface of the uterus, and an offensive discharge as being cardinal signs 
that this treatment might be adopted. 

The first case had a prolonged illness, and it was not until the twenty- 
filth day that it was decided to remove the uterus. At the operation this 
was found to be in great part necrotic, and Dr. Solomons showed a drawing 
of the uterine wall. In this case the patient died soon after operation. 

In the second case, after a very difficult delivery owing to a complicated 
presentation, the chart showed a continuous temperature. A fortnight 
after the labour, bimanual examination suggested the formation of a uterine 
abscess and hysterectomy was done. This patient made an almost un- 
interrupted recovery. 

These cases were discussed by the President and Professor Mecellroy, 
and Dr. Solomons replied. 


Mr. J. Et.ison read a short communication entitled : 
Two EXTREME CASES OF MULTIPLE MYOMATA IN SISTERS OF UNDER 
TWENTY-FIVE YEARS OF AGE, 


The first of Mr. Ellison’s cases was a patient, twenty-four years of age, 
who was first seen when two months pregnant. She was complaining of 
severe pain, and the uterus was much larger and more irregular than the 
duration of pregnancy would suggest. He opened the abdomen and found 
innumerable fibroids scattered over the surface of the organ. A sub-total 
hysterectomy was decided upon after discussion of the matter, and the 
patient made an uninterrupted recovery. Her sister was seen by Mr. 
Ellison soon after, and found to have an enlarged, retroverted uterus of 
irregular shape, suggesting the presence of multiple fibroids. She had 
complained of abdominal pains for a considerable time, and curettage did 
not relieve them. During Mr. Ellison’s temporary absence from I,ondon, 
Mr. Victor Bonney saw the patient and operated immediately, as he was 
suspicious of the condition of the appendix. He removed ninety-five 
fibroids by multiple myomectomy, and the patient made a good recovery. 
When Mr. Ellison saw her, she was well and had had no return of 
abdoininal pain. 

The case was discussed by the President and Mr. Stevens, Dr. Bethel 
Solomons and Mr. Gilliatt. Mr. Ellison replied. 


Mr. FREDERICK ROQUES read a paper on 
PREGNANCY AND EPIDEMIC ENCEPHALITIS. 
which appeared in the Spring number of this Journal (page 1). 


The paper was discussed by the President, Dr. J. Collier, Dr. Critchley, 
Dr. Eden and Professor McIlroy. Mr. Roques replied. — 

Before the meeting adjourned, the President annouuced that the next 
meeting of the Section would be held on April 20th. He also announced 
that the next meeting of the British Congress of Obstetrics and Gynecology 
would be held in Dublin in April, 1929. The President of the Congress is 
Dr. Gibbon Fitzgibbon, and the chief subject for discussion will be ‘The 
Treatment of Disproportion between the Head and the Pelvis.” 
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NORTH OF ENGLAND OBSTETRICAL AND GYNACOLOGICAL 
SOCIETY. 


A Meeting of the North of England Obstetrical and Gynzcological 
Society was held in Manchester on December 16th, 1927, the President 
(Prof. W. FLETCHER SHAW) was in the Chair, and delivered an address on 

THE PRESENT POSITION OF GYNA‘COLOGY. 

Prof. MILES PH.ips (Sheffield) showed a specimen of 

HYDROPS TUBA! PROFLUENS. 

The patient, a 6-para, aged 42, complained of attacks of pain in right lower 
abdomen, lasting two to seven days, at intervals of three to six weeks. 
She said that a swelling, about the size of an orange, formed on the right 
side when the pain was severe, and then there was a gush of thin bluish 
fluid from the vagina when the pain ceased, and the swelling disappeared. 
This occasionally happened on the left side. Nine months after the last 
confinement, 14 years ago, she had inflammation of the womb and ovaries. 
Menstruation was two to seven days every 24-26 days. Increased loss 
last 13 years. There was constant greenish yellow discharge, but no 
vulvitis. There were indefinite adnexal swellings. At operation, bilateral 
hydrosalpinx was found larger on the left side. The uterus and both 
appendages were removed. When a piece of silkworm gut was passed 
through the uterus into the Fallopian tubes, clear fluid ran out. The 
cavities of the hydrosalpinges did not communicate with the cystic ovaries. 

Prof. DONALD said there might be a valve action at the uterine end of 
the Fallopian tube. He.had never known pus thin enough to escape. 

Dr. K. BarLky had seen a patient with a large right hydrosalpinx who 
had had an intermittent discharge for 18 months. 

Prof. BLAIR BELL said that he had noted an intermittent discharge as 1 
rule in malignant disease of the Fallopian tube. 

Dr. WILLETT suggested that the rise of tension could sometimes overcome 
the retention of fluid, and asked if there were any adhesions. 

In reply, Prof. Phillips said there were no adhesions and likened the 
retention to urinary retention with overflow. 

Dr. E. C. Crort (Leeds) showed two specimens. 

1.—RUPTURED ISTHMIAL PREGNANCY. 

which occurred in a 2-para, aged 4o. She had amenorrhcoea for six weeks 
with prodromal pain for a week or two, and then an acute attack of pain 
just before admission. On laparotomy the Fallopian tube was found to be 
inerely attached by the mesosalpinx having been severed completely from 
the uterine cornu. The ovum was embedded in the Fallopian tube just 
at the junction with the uterus, and when it burst had caused complete 
detachment of the Fallopian tube. 


2.—PSEUDOELEPHANTIASIS OF THE VULVA. 


A 2-para, aged 25, complained of swelling of vulva for 12 months, gradually 
increasing in size and causing inconvenience. The whole vulva was found 
greatly enlarged and thickened, and on the left side a pendulous mass 
about five inches in diameter was hanging from a_ stalk formed by 
the labium minus. The vulva was completely excised. The Wassermann 
reaction was negative, 
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THE PRESIDENT was surprised to hear of prodromal pain in the first 
case, and asked its cause. 

Prof. DoNnaLD did not agree with the term ‘‘burst’’. The Fallopian tube 
is not dilated. He thinks rupture is always due to erosion of the tube wall. 

Prof. Pui.iirs believed that erosion of the Fallopian tube takes place. 
He saw a case once where the hole in the Fallopian tube was so small that 
it was missed at the operation, and was only found at the autopsy. 

Dr. Lacey said he had seen several cases of pseudoelephantiasis at a 
venereal clinic, and had cured them with two per cent. lactic acid. 

Mr. Stacey had also seen a number, and asked if there was any thicken- 
ing of vessels in the specimen to corroborate the theory of a syphilitic 
etiology. 

In reply Dr. Croft said that no arteriosclerosis was noted in the second 
specimen. In the first case, he believed that most cases of ectopic gestation 
rupture by erosion of the tube wall. The prodromal pain was not severe, 
but he was unable to account for it. 


Prof. D. DouGLas (Manchester) read a note on 
THREE CASES OF HASMATOMETRA ASSOCIATED WITH TUBERCULOSIS. 


He said that he could find very little reference to this subject in gynzeco- 
legical literature, so he concluded that it was very rare. In 1922 Prof. 
Miles Phillips read a communication before this Society on the gynzeco- 
logical sequelze of genital tuberculosis in childhood, and stated that, in 
some cases, the endometrium was affected leading to more or less oblitera- 
tion of the uterine cavity with amenorrhcea. 

Case 1. Mrs. k., aged 37 years, married, had primary amenorrhoea 
till marriage, and afterwards a slight loss every five to six weeks. Her 
general health was always poor. As a child she was an in-patient in the 
Pendlebury Children’s Hospital. She complained of severe pains in the 
lewer abdomen, present for two years. 

On examination the uterus was tound enlarged to the size of a four 
months’ pregnancy, and the appendages were cystic and adherent. The 
uterus and appendages were removed, and convalescence was uneventful. 
The uterus contained a single cavity, dilated and filled with blood. The 
left Fallopian tube communicated with the uterine cavity and was also 
distended with blood. The right Fallopian tube was closed. The cervical 
canal was normal, but did not communicate with the uterine cavity. 
Microscopical examination showed the endometrium to be thinned. Adeno- 
myomatous tissue was present at the right cornu, together with round 
celled infiltration and necrotic material containing giant cells. The right 
Fallopian tube showed chronic interstitial salpingitis. 

Case 2. Mrs. K., aged 31, married two years had never menstruated. 
She had had consumption of the bowels when a child. She complained 
of periodic severe attacks of pain in the lower abdomen ‘for more than ten 
years. The uterus was enlarged and fixed, and the appendages were fixed 
and they were removed. The uterus was the size of two months’ gestation, 
and was asymmetrical. It contained two cavities, both filled with tarry 
blood. The larger on the right communicated with the inner end of the 
right Fallopian tube, which also contained blood. The left cavity com- 
municated only with the interstitial portion of the left Fallopian tube, 
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the rest of the Fallopian tube being closed. The cervix did not com- 
municate with either cavity. Microscopically each cavity was lined by 
epithelium but contained no glands. The Fallopian tubes show chronic 
interstitial salpingitis. The cornu showed necrotic areas with giant cells. 

Case 3. Miss S., aged 22, with primary amenorrhoea, complained of 
attacks of abdominal pain at monthly intervals. The uterus and ap- 
pendages were enlarged, cystic, and adherent, and were removed. The 
uterus was asymmetrical, and contained a large cavity on the right con- 
taining blood, and a smaller cavity on the left containing pus. There was 
no communication between the cervical canal and either cavity. Micro- 
scopically, the heematometra is lined by thin endometrium with glands, 
and the pyometra with inflamed endometrium containing giant cells. The 
Fallopian tubes show chronic interstitial salpingitis. All three specimens 
show retention of menstrual blood, and uterine secretion from atresia. 
They all show evidence of sub-acute and chronic tuberculous infection. 

The point to consider is whether the atresia is purely a developmental 
anomaly or whether it is the result of the infective condition. He was of 
the opinion, that tuberculous infection in infancy was probably the 
primary lesion, and either led to incomplete development or to atresia later. 

Prof. MiLEs Pu.irs referred to his previous paper, and he said that he 
believed a condition of obliterative endometritis takes place in the region 
of the external os. He once reported a hydrometra the size of a seven 
months’ pregnancy due to tuberculosis. 

Miss Ivens had had a case of a single woman who developed amen- 
orrhcea after normal menstruation. The uterus was up to the umbilicus, 
and was filled with blood. The obstruction was at the external os. There 
was no evidence of tubercle. 

She described another case which had caseous material in the cavity 
which she curetted away, and the patient afterwards menstruated. 

Dr. LeirH Murray had seen two cases where he established communication 
between the hamatometra and the cervix with a curette. 

In reply to Dr. Douglas said that none of his specimens showed infection 
of the lower part of the uterine wall. 


NORTH OF ENGLAND OBSTETRICAL AND GYNAICOLOGICAT, 
SOCIETY. 


The Annual Meeting was held in Manchester on the 27th January, 1928. 

Dr. H. LerrH Murray (Liverpool) was elected President for the ensuing 
year. 

Dr. K. V. BatLey showed a specimen of 

MULTIPLE UTERINE FIBROIDS WITH TORSION OF THE PEDICLE OF ONE 

The patient was a woman aged 36 years. The menstrual history was 
normal. There was no menorrhagia, but there was definite dysmenorrhcea 
of the congestive type. There was no leucorrhcea. The patient complained 
of having been aware of a “lump” in the right iliac region during the 
last 12 months. This had occasioned no pain or other untoward symptoms 
until six months ago, when there occurred an attack of acute abdominal 
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pain at the close of a menstrual period. This attack passed off after a few 
hours, and there was no recurrence of pain until a week before admission, 
when a similar attack occurred, but of greater intensity. During the few 
days prior to admission, the patient had experienced some degree of 
dysuria. There were no symptoms relative to pressure on the rectum. 
The previous medical history contained no points of importance relative 
to the present condition. 

On examination, a firm, hard, mobile mass, occupying the right iliac 
region, could be palpated and its origin from the pelvis was traceable. 
Vaginal examination revealed the cervix to be a smooth and conical 
type, and the mass, palpable abdominally, to be connected and continuous 
with two irregularly rounded, hard, but mobile pelvic tumours, which 
appeared to be situated in a position anterior to a somewhat bulky uterus 
and roughly one on either side of it. A diagnosis of solid ovarian tumours, 
with torsion of the pedicle of one of them, was made. 

On opening the abdomen, the uterus was found to be the seat of 
numerous fibroids. The two masses which had been palpated vaginally 
were two sub-peritoneal fibroids springing from the antero lateral aspect 
of the uterus and possessing definite pedicles. Torsion of the pedicle of 
one of them had occurred. The uterus and its appendages were removed 
by sub-total hysterectomy. 

The specimen consisted of a relatively small uterus which contained 
numerous small interstitial fibroids, and one larger fibroid, the size of a 
tangerine orange, growing out from its right lateral aspect. ‘The two 
large sub-peritoneal fibroids sprang from the antero lateral aspect. Torsion 
of the pedicle of one of these had occurred with resultant haemorrhage into 
the substance of the fibroid. The other sub-peritoneal fibroid, the size of 
a foetal head, had undergone hyaline degeneration, and there was evidence 
of calcification in its substance. 

It was interesting to note that there was no history of menorrhagia, 
although there were numerous interstitial fibroids present. He had operated 
recently on three other cases of multiple uterine fibroids, exhibiting the 
tumour in all its situations, in none of which had menorrhagia been 
present. 

Dr. J. W. BribE showed a speciinen of 

Fatty TUMOUR OF THE UTERUS. 

THE PRESIDENT said that, judging from the size of the fat globules seen 

the microscopical sections, it was clearly a case of fatty infiltration. 

Dr. S. B. Herp described a case of 

PUERPERAL OVARIAN THROMBO-PHLEBITIS. 


Mrs. E. H., aged 30. Four previous confinements, all normal except 
for cedema of the legs during the last three months of the fourth pregnancy. 
During the present pregnancy, there had been marked cedema of the 
ankles during the last two weeks. Delivery with high forceps was fairly 
easy. She was admitted to hospital during the third day after delivery 
with a temperature of 100.4, pulse 120. There was slight jaundice, she 
looked ill and was anzemic. There was cedema in both ankles. The lochia 
was normal. The uterus was tender but well involuted and no swellings 
were palpable. The urine contained no pus but there was a feeble growth. 

N 
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ot staphylococci. The temperature settled down next day. The uterus 
continued to involute. At this time the blood culture was negative. On 
the 11th day another rigor took place but there were still no localising 
symptoms. Patient was given serum, and quinine, ergot and pituitrin. 
On the 12th day there was tenderness in the popliteal space and left calf, 
but no vein was palpable. There was tenderness in the left fornix but no 
swelling. The uterus was normal. On the following day blood culture 
showed streptococci. 

On the 14th day the abdomen was opened. The left ovarian vein was 
found to be thrombosed. The thrombus was felt extending almost, if not 
quite, to the renal vein. JLigature and excision of the left ovarian 
vein was performed. The left ovary was removed. No other abnormality 
was found in the abdomen. The patient was very shocked after operation 
and died 15 hours later in spite of blood transfusion. There were no 
further rigors. 

He discussed the literature on the subject and mentioned the difficulty 
of early diagnosis. The conclusions he drew from the case were: (1) The 
importance of early diagnosis; (2) That complete excision of the vein was 
preferable to ligature; and (3) Laparotomy might be performed earlier in 
obvious cases of pyeemia in which the patient was rapidly becoming worse 
in spite of active treatment. 

Professor MILES PHILLIps (Sheffield) did not consider that laparotomy 
was justifiable in a serious case of puerperal septicaemia unless the diag- 
nosis was certain. 


Dr. kK. V. BAILEY described a case of 
ATRESIA OF THE VAGINAL VAULT CAUSING DysTocIA. 


The patient was a 3-para, aged 33 years. She had had two premature 
still-born children. She gave a history of having had two operation. (1) 
Operation for prolapse 12 years ago. (2) A repair operation, most likely 
amputation of the cervix two years ago. The menstrual history was 
normal, the last period being on April 25th, 1927. The patient had been 
previously admitted, when two months pregnant, suffering from persistent 
vomiting. The urine on this occasion contained di-acetic acid. She was 
discharged two months later and re-admitted two months after that. She 
was then six months pregnant and gave a history of premature rupture 
of the membranes in two previous pregnancies with consequent stillbirths. 
The Wassermann at this stage was negative, but there was some vaginal 
discharge and a smear was taken and antiseptic treatment ordered. 

When he saw the patient for the first time, she was in labour at term, 
and the uterus was contracting strongly and frequently. The presentation 
was a vertex L.O.A. but the foetal head was mobile at the pelvic brim. 
The foetal heart sounds were audible. The patient was becoming distressed 
and the pulse rate was 126. 

On vaginal examination there was no cervix or external os to be felt. 
The vaginal vault was entirely closed, and a band of scar tissue ran 
somewhat obliquely in an antero-posterior direction across the middle of it. 
During examination the uterus again contracted strongly, and the vaginal 
vault bulged under tension on either side of this scarified area. There 
was considerable thickness of tissue composing the vault of the vagina. 
He delivered a healthy male child by Cesarean section and removed 
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the uterus, cutting across the dilated lower segment as close to the vaginal 
vault as possible, and antisepticising the space between this line and the 
vaginal vault as far as possible. 

The patient had since progressed very favourably, this being the 
eleventh day. 

Mr. J. E. Sracky (Shetheld) described a similar case that he had 
delivered by Ceesarean section. 

Dr. F. H. Lacey (Manchester) described a similar case in which rupture 
of the uterus occurred early in labour and hysterectomy was performed. 

Professor DoNALD (Manchester) attributed the presence of excessive 
scar tisue in the vagina following colporrhaphy to the use of strong and 
harmful antiseptics. 

Professor FLETCHER SHAW (Manchester) mentioned recent cases of 
sloughing and stenosis of the vagina following the use of methylated 
spirit as an antiseptic. 


NORTH OF ENGLAND OBSTETRICAL AND GYNACOLOGICAL 
SOCIETY. 


A Meeting was held at Sheffield on Friday, February 24th, 1928, the 
President, Dr. LEITH Murray, being in the Chair. 


THE PRESIDENT described a case of 
SARCOMATOUS METAPLASIA OF FIBROID 


and said that the subject of malignant metaplasia in fibroids had interested 
him for many years. The literature, in general, gave a percentage varying 
between one and two per cent., while Eden and Lockyer believed that it 
should be slightly under one per cent. 

He thought he might safely state that he had incised every fibroid that 
he had ever removed and had cut representative sections from every case. 
Yet the fact remained that the case now to be recorded was the first definite 
malignant metaplasia ocurring within a fibroid that had come his way. 
This struck him as a remarkable contrast and suggested that there must 
often be an element of doubt in the diagnosis. In all likelihood the chance 
cf error in diagnosis had been increased by including fibroid polypi. On 
four occasions an oedematous fibroid polypus had shown a microscopical 
appearance rather suggestive of malignancy; cytological examination, 
however, coupled with complete absence of recurrence in any of these 
cases made it certain that oedema was the cause of the doubtful appearance 

This Society had taken its part in bringing forward specimens; it had 
to be noted, however, that two of the three were queried when they were 
shown. Most of the recorded cases showed rapid growth and blood-stained 
discharge from the uterus. This latter symptom suggested that the tumour, 
if it really began in a fibroid, had partially escaped therefrom and further 
led to loophole of error inasmuch as a uterine sarcoma, arising say in the 

ndometrium and close to a fibroid, might penetrate the fibroid. The case 
he recorded showed definite malignancy arising in the centre of a fibroid 
removed hy nyomectomy. The malignancy was not suspected until the 


N2 
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specimen was incised after operation. A further point of interest lay in the 
yeuth of the patient. 

age, Complaint: aching pain in the right side off and on for twelve 
months ; menstruation 5/28, regular and moderate until one month before 
she came under notice when, four days after an ordinary period, a further 
and similar period occurred. Examination showed a rounded and enlarged 
uterus, the fundus being palpable two inches above the symphysis pubis. 
A diagnosis of fibroid uterus was made and operation carried out on 2oth 
November, 1927. A solitary fibroid weighing twelve ounces was enucleated 
from the right wall of the uterus at the fundus through an anterior incision. 
There was, at first, slight difficulty in defining the capsule anteriorly, but 
not more so than occurs on occasion witli myomectomy operations. The 
uterine cavity was accidentally opened during the enucleation and was 
sutured. The specimen had the external appearance of an ordinary 
fibromyoma. A preliminary incision of the specimen showed in the centre 
a soft red and pulpy area, completely surrounded by fibromyomatous 
tissue. A complete hemisection was postponed until the specimen had been 
hardened. It will be noted that there was a complete layer of pale fibroid 
tissue bevond the central growth, which at no point had reached nearer 
the capsule than a quarter of an inch. Microscopical examination showed 
a core of hemorrhage and necrosed tissue with malignant areas at the 
periphery. These areas were definitely cellular and appeared to have a 
vascular relationship. He thought the growth might well be called an 
endo- or peri-thelioma. It resembled very much a specimen described and 
figured by Leith in the Journal of Obstetrics and Gyn@cology, 1911.* The 
growth, in that case, occurred in a woman aged forty-four—two years after 
menopause. 

Presuming that there would be agreement that this was in fact a case 
of sarcomatous metaplasia he would be glad to hear whether the members 
considered he should now remove the uterus. The patient, so far, remained 
fit and well. 


Mrs. I. (No. 3705), aet. 29, married seven years, one child six years of 


Dr. A. A. GEMMELL (Liverpool) recorded a case of 
SARCOMATOUS METAPLASIA OF FIBROID 
which he brought forward as a possible example of this change and which 
he thought illustrated some of the difficulties in forming an opinion on 
the origin of the sarcoma. 

The patient was 54 years of age and had not come to the menopause. 
She had had four children. Menstruation had been excessive for the last 
12 years and she had been losing continuously for four months when she 
came for consultation. 

The specimen consisted of the uterus and both appendages removed by to- 
tal hysterectomy. It weighed 2% lb. and measured on removal 51% by 4 by 4 
inches. It was regular in outline with adhesion of omentum to its anterior 
surface. The uterus had been opened anteriorly and showed a tumour 
projecting from the posterior surface into the cavity and filling it. The 
lower pole of the tumour was necrotic and had burst. On section the 
tumour was mainly whitish and soft in appearance, with areas of yellow 
colouration and some haemorrhages. 


*Vol], XIX, page 454. 
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Sections showed the growth to be almost entirely a sarcoma of mixed 
cell type, composed of fairly large spindle cells with numerous larger 
“giant cells” of varying size, many ovoid or polygonal and containing 
one, two or €iree nuclei. Remnants of the fibroid were visible in places 
both at the periphery and amongst the sarcomatous cells. Sections from 
the uterine muscle at the base of the tumour failed to show any sarcoma 
as did sections of the endometrium close up to the point where the tumour 
had ruptured. 

Whitridge Williams’ article of 1894 still remained amongst the best of 
those on the histogenesis of sarcoma of the uterus. 

Judged by his standards the present case was not likely to have arisen 
in the endometrium as that membrane was normal right up to the place 
where the necrotic portion of the tumour had ruptured, and because the 
muscular uterine wall maintained its normal thickness. 

It might have arisen from the uterine wall but the myoma-like tissue 
amidst the sarcoma cells and at the periphery of the tumour were against 
this view. That the tumour was apparently circumscribed did not exclude 
the uterine wall as a possible origin. On the other hand this myoma-like 
tissue might be merely remnants of the connective tissue of the uterine 
wall. But the history of excessive menstrual loss for 12 years was sugges- 
tive of a pre-existing non-malhgnant condition. 

Mr. W. GouGu (leeds) described a case of 
CARCINOMA OF THE BODY OF THE UTERUS AFTER INTERPOSITION OPERATION 

FOR GENITAL PROLAPSE. 
The patient, aged 70 years, complained chiefly of urinary symptoms, 
dysuria and pain, and in addition haemorrhage in the urine for the previous 
month. There was also complaint of hearing down pain, pain in the lower 
abdomen and back. 

The operation, amputation of .the cervix, colporrhaphy and_ vesico- 
vaginal interpesition had been done fifteen years previously. Since that 
time she had been uncer tlic care of another surgeon, suffering from obscure 
urinary symptoms. 

On examination there was marked atrophy of the vagina, and no cervix 
could be felt. There was a hard mass lying posterior to the urethra and 
extending to the base of the bladder. 

It was only the fact that he knew that the surgeon who had operated on 
her for the genital prolapse was in the habit of performing the Interposition 
operation, that made him. suspect this mass to be the body of the uterus. 

Investigating the condition under anzethesia he found the anterior 
vaginal wall invaded by growth, which had ulcerated through about half an 
inch above the urethral meatus. The bladder was enlarged and extended 
well above the pubes. The urethra was not affected. 

Microscopical examination of the growth shewed it to be a papillary 
adeno-carcinoma on the whole of the corporeal type. 

Professor W. FLETCHER SHAW (Manchester) deseribed a 
FuL.-TIME Ecroptc: PREGNANCY; SPpuRIOUS LABOUR. ABDOMINAL SECTION 

FOUR MONTHS LATER. 


The patient, Mrs. S., was 32 vears of age, married 3'4 years without any 
children. Her last menstrual period was on August ard, 1926, and she was 
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thought to be pregnant as there was morning sickness and later an 
abdominal tumour. The expected date of confinement was May toth, but 
labour did not commence until June 17th. After 24 hours her pains ceased 
and did not recur and from that time she felt no movements of the child. 
He saw her on October 1oth, that is four months after the commencement 
of labour, as there had been no further dilation of the cervix and it had 
been found impossible again to induce labour pains with pituitrin but her 
doctor had a suspicion that he had to deal with an ectopic pregnancy 
though a colleague whom he brought in did not agree with his diagnosis. 

On October roth, he found a tumour almost up to the umbilicus and 
could definitely feel the foetal parts. There was some discolouration of 
the vagina but no pulsation in the fornices and the cervix was drawn up 
so high that he could hardly feel it and could not detect the foetal head 
in the pelvis. There was a well-marked secondary aureola in the breasts. 

He opened the abdomen on October 18th in the middle line and 
opened into a larger sac containing a full-term foetus, badly macerated and 
foully smelling. The plagenta was adherent in the posterior and upper part 
of this sac, the vessels were completely thrombosed and it was much 
hinner than a normal placenta and evidently had not been functioning for 
a considerable period. He removed most of the placenta but wherever it 
was firmly adherent he took care not to pull it away. The abdominal 
wound was then closed with a large packing of gauze in this cavity. The 
patient had a temperature for a period of three weeks after the operation, 
but after this, the temperature gradually settled and the patient went 
home six weeks later. He had seen her again, very fit and well, though 
there was still a small sinus leading down into the pelvis. 

Mr. St. GEORGE WILSON (Liverpool) recorded a case of 

FULL-TIME Ectopic GESTATION TREATED WITH CASSAREAN SECTION 


with delivery of a living child. 


Mrs. M., aged 27 years, first seen on February 7th, 1927. She had 
menstruated normally, and her last period was on July 17th, 1926. She 
had been perfectly well, but about Christmas 1926, she had a slight ‘show,’ 
but no pain. On examination of the abdomen the uterus was enlarged 
to about the size of 24 weeks gestafion. On vaginal examination, the 
striking feature was the high level of the cervix uteri. It was felt with 
some difficulty, and was apparently continuous with abdominal swelling. 
The posterior fornix was depressed by a doughy non-tender swelling which 
could not be displaced, but over which the posterior vaginal wall could 
be moved. On February 17th, 1927, she was examined under anesthesia, 
when foetal parts’ were felt in the abdominal swelling, and the cyst in the 
vagina was apparently distinct from the uterus. A diagnosis of an ovarian 
cyst in the pelvis was made, and Czesarean section at term was decided 
to be the most suitable treatment. 

On May 2nd, 1927, an X-ray examination was made to confirm the 
presence of a feetus, and in the event of the cyst being a dermoid to show the 
presence of any characteristic contents. In the film the foetus was seen 
lying above the brim of the pelvis and in an unusual attitude. Nothing 
abnormal was to be seen in the pelvic cavity. On May 16th, at one a.m. 
she reported at hospital saying that pains had commenced on May 14th, 
at four p.in., and there had been a show on May 15th, at 4-30 p.m. 
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At mid-day the abdomen was opened, when it was at once seen that the 
diagnosis was at fault. The abdominal tumour was felt to be about the 
size of a normal full time utcrus, but attached to it below and behind on 
the left side was a pear-shaped swelling which was seen later to be the 
uterus. A vertical incision was made into the tumour across the ridge 
partly into the thin portion, and partly into the upper thick portion. 
Dark blood stained fluid and meconium-stained liquor amnii escaped. 
The child, deeply stained with meconium, was extracted, and the cord 
was found to be pulsating. The tumour was then eventrated, when it was 
seen that the gestation sac was completely extra-uterine, being apparently 
situated in the right broad ligament. 

The posterior surface of the tumour was covered by peritoneum, whicl 
ran down to ineet tie peritoneum ot the posterior abdominal wall in the 
pouch of Dougias. There were no adhesions. The placenta was felt to be 
situated low down 10 the sac so it was not touched. The cord was cut 
short and the end dropped down into the sac, and the incision in the sac 
wall was closed. ‘There was some troublesome bleeding in the lower part ot 
the wound, but it was tnally controlled by sutures. The sac and the 
uterus were replaced in the abdomen and the wall was then sutured in 
three jayers. Lhe tumour in the abdomen was then about the size of a 
uterus of 22 weeks’ gestation. 

Kor the first three days the convalescence was uneventful, flatus and 
urine were passed voluntarily and the bowels were opened. On the evening 
of the third day the temperature rose to 100°, and thereafter there was a 
daily rise of temperature intermittent until the eleventh day, and remittent 
afterwards till the nineteenth day. On the twenty-first day it fell to 
normal, and was irregular with siight rises to the twenty-seventh day 
when the patient asked to be discharged. The abdominal wound healed by 
first intention. There was no vaginal discharge. Examination of the urine 
during convalescence did not reveal the presence of any protein or proteose. 
On discharge from hospital, the abdominal swelling was felt to be firm in 
consistence, with very little diminution in size. 

The child was a maie 1g inches in length and 5 Ib. 12 oz. in weight. It 
cried well and had a normal colour.- The head was compressed antero- 
posteriorly with flattening behind, on the right side, and the sutures were 
wide. The nose was flattened towards the left side, the deformity affecting 
chiefly the cartilages, but the bones were also involved. The lower jaw 
was asyminetrical, being flattened on the left side, the chin being pushed 
ever the right of the mid line. The chest, abdomen and upper limbs were 
normal. The right leg was deformed, with congenital dislocation of the 
hip and knee and talipes valgus. The left lower limb was normal. The 
child took the breast normally, but lost weight excessively, and on the 
seventh day was put on supplementary feeds. During the third week it 
became very weak, and was very cyanosed. On discharge, the child had 
not regained its birth weight, but was a better colour, was strong and was 
getting better breast feeds. 

Seen on Monday, June 27th, alive and fairly well. Mother’s temperature 
gg®. Abdominal condition unchanged. On August Sth, both were seen, 
the child was healthy and vigorous and thriving on artificial feeding. 
The mother said that she had a watery blood stained discharge for two or 
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three days every weck, and the abdominal swelling was unchanged. The 
child died suddenly in October, 1927. 

October 31st, swelling size of hen’s egg felt in right iliac fossa. No 
pain then. Occasional discharge of blood. Recently, on examination, the 
swelling was still present to right of the uterus which is normal in 
position. She stated that menstrual periods were regular. 

Dr. Lacky (Manchester) described a case of 

COMBINED CONCEALED ACCIDENTAL AND UNAVOIDABLE HAi/MORRHAGE. 
Mrs. E., aged 33, v-para, was seen when 37 weeks pregnant, with a history 
of having had slight vaginal hemorrhage. Although the hemorrhage 
had been slight, yet her’ general condition resembled more _ that 
following a severe ha:morrlage. She was pale, faint, pulse 120 and weak, 
somewhat restless and complained of no definite pain, but of a continual 
ache in her abdomen and of dizziness which had been present for about 
seven hours; there was marked albuminuria. The abdomen was very 
large, tense and tender, particularly to the right of the fundus, foetal 
parts were felt indefinitely but foetal heart sounds could not be heard. 
On vaginal examination, the os adinitted one finger and the placenta was 
felt to be covering it, but he was confident from her condition that she 
had a concealed accidental haemorrhage and decided to perform Caesarean 
section. 

On opening the abdomen the uterus was found to be very distended, 
but there was no evidetice of haemorrhage into the wall: on opening the 
uterus a large quantity of amniotic fluid escaped and the cavity was 
occupied by twins, one placenta occupying the lower uterine segment, and 
the other placenta was on the posterior wall of the uterus, under which, 
and close to the edge, was about a quart of clots. The uterus was removed. 
The twins weighed 6 Ib. and 5% Ib. the former being attached to the 
placenta previa, and this one lived 4o minutes whereas the other child 
was still-born. The mother made an uneventful recovery. 

On account of the concealed hamorrhage the blood was examined and 
the Wassermann was found to be strongly positive... This patient therefore 
had marked albuminuria, hydramnios, twins, concealed accidental haemorr- 
hage, placenta prievia and syphilis. 

Professor MILES Puinires (Sheffield) read a note on 
INTERMITTENT PERIODIC PAIN AS AN OCCASIONAL SYMPTOM OF CARCINOMA 

CorPortis UTERI. 

On November 25th, 1863, Professor James Simpson, the famous discoverer 
of chloroform, at a megting of the Edinburgh Obstetrical Society first 
drew attention to this symptom. After demonstrating a specimen of car- 
cinoma of the body of the uterus, he referred to the daily recurrence— 
usually at a regular hour—of intense paroxysmins of pain, beginning, 
perhaps, slight and intermittent, but soon reaching a high pitch of intensity, 
at which it continued for an hour or two, and then gradually subsided. He 
also said that this symptom had been very marked in most of the cases 
of cancer of the uterine body that had come under his observation. He 
specified one instance in which severe hypogastric pain began at 12, one 
or two o’clock in the day, culininated between three and five o’clock and 
ceased at six or seven. On some days it returned again from ten o’clock 
to midnight. In this case after dilating the cervix with sponge tents 
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Professor Simpson scraped away a friable growth. But the periodic pain 
still continued in the afternoons, and his final note states that the patient 
was ‘‘dismissed to-day as her cries were injurious to the other patients and 
as there was no prospect of giving her relief.’’ He had seen similar inter- 
mittent periodic pains in a case of calcified submucous fibroid and some- 
what similar paroxysms of pain in a few instances of retention of fluid in 
the cavity of the uterus from ccclusion of the os. Finally, he stated that, 
except in those rare cases, the symptom he had tried to describe was only 
to be met with, so far as his observation went, in patients who were 
‘suffering from carcinoma of the body and fundus of the uterus. 

This symptom was not often referred to by English writers and for this 
reason, he believed, that it was not often observed. Eden and Lockyer 
‘“Gyneecology, 1925”? in describing the symptoms of corporeal cancer 
did not refer to pain of any description. This appeared to Professor 
Phillips to be very remarkable, as in his series of 82 cases, which he 
had recently analysed, pain was definitely present in 60, i.e. 75 per cent. 
However, Thomas Wilson in the ‘‘New System of Gynecology” said 
“Simpson described as an early symptom in these cases regularly recurring 
attacks of severe colicky pain in the lower abdomen. This would appear 
to be rare, and I (that is T. W.) have only seen one such case. The pain 
is described as a severe bearing down and appears to be due to efforts 
of the uterus to expel the cancerous tumour from the cavity.’? Winter 
and Ruge in ‘Gynecological Diagnosis’? wrote :—‘Another very suspicious 
and almost pathognomonic symptom is found in Simpson’s pains, i.e. 
regular labour-like pains, lasting several hours and recurring at a definite 
time of the day. Pozzi in his ‘Treatise on Gynzecology”’ also stated that 
Simpson first drew attention to the remarkable paroxysmal pains which 
recur at regular intervals. But Pozzi disagreed with, amongst others, the 
German writer Schréder, who statedthat those pains were due to spasmodic 
expulsive efforts, and for this reason: he had noticed that they still 
continued after he had scraped away the friable growth. He believed that 
the pain was a true neuritis resulting from involvement of the nerves 
supplying the uterus. 

A recent case in which this symptom was well marked led him 
(Professor Miles Phillips) to hunt through his records of cases of corporeal 
cancer. He had a clear recollection of two instances of Simpson’s pain, 
but his notes revealed two other so he can record five in all out of a series 
of 82 of this form of cancer. 

The following are brief notes of the cases :— 

Case 1. (P.P. 1021). Appropriately enough was a Mrs. Simpson. A 
multipara of 58, who eight years alter the climacteric had been bleeding 
on and off for a year. Kor nine months she had sutfered attacks of severe 
pain in the lower abdomen and thighs. The pain always began at two in 
the afternoon and lasted several hours. It was not accompanied by bleed- 
ing. The body of the uterus was enlarged to the size of a three months’ 
pregnancy by a soft brain-like growth. It was too fixed for removal. 

Case 2. Miss lL. J., 50 years. (J.H. No. 89) 1923. Climacteric at 48. 
Leucorrhcea for 12 months. Occasional bleeding for four months. Pain for 
seven months, in lower abdomen, at first between 11 and 12 each morning 
and for the last four months from three to four p.m. The patient was a 
sensible woman, a schoolmistress, and she was quite definite about these 
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times. The pain was not colicky in character nor accompanied by bleeding. 
The growth was a large one distending the uterus to the size of a three 
months’ pregnancy. The muscular wall was only \” thick. In removing 
the uterus it was noticed that the parametric and paracervical tissue was 
very vascular. 

Case 3. Mrs. D., (P.P. 2906), 57 years; a multipara; slight occasional 
bleeding for two years—almost continuous for one year. Pain, in the left 
lower abdomen, every afternoon from three to five—always accompanied 
by some bloody discharge. No pain at night. The uterus was removed : 
its wall was 4%” thick and its enlarged cavity stuffed with a papillary 
glandular carcinoma. 


Case 4. Mrs. H., (J.-H. No. 1915), 47 years of age. Intermenstrual 
bleeding for two years :pain in lower abdomen for 1144 years always from 
mid-day to two a.m. The uterus was removed and found to contain a 
large growth involving the fundus, and there was apparently a secondary 
deposit in the region of the internal os. 


Case 5. Miss S., (P.P. 6736). A spinster of 53. Menstruation appeared 
to have ceased five years before, although on two occasions at intervals 
of two years she had what she thought was a period. For seven or eight 
months she had noticed a constant brownish discharge, blood-tinged on 
two occasions. Her chief complaint, however, and for this she had con- 
sulted her doctor, was a severe pain in the lower abdomen occurring 
between four and seven o’clock. This striking symptom was especially 
referred to by her doctor in writing about the case. The attacks were not 
accompanied by any special discharge. On removal of the uterus and 
its appendages a very extensive growth was found involving the whole 
of the body of the uterus and the upper part of the cervical canal. Vascu- 
larity and felting of the parametrium were very marked. 

To these five cases may be added another seen at the Jessop Hospital. 
Unfortunately the notes are not available, but the pain, in this case, 
occurred in the afternoon only. 

A study of these few cases led one to agree with Pozzi that the 
symptom is a rare one, seen chiefly in advanced cases and_ probably 
neuralgic in character. Sir Janes Simpson was so accustomed to watching 
the progress of advanced cases of Cancer that he may have deemed this 
a relatively early symptom and have seen it in a larger proportion of cases 
than we do in these days of earlier diagnosis. 

In conclusion, Professor Phillips said that he thought this striking 
symptom was of more than historical interest, for when it did occur it was, 
in his experience, pathognomonic. 


THE PRESIDENT was surprised to note Professor Miles Phillips’ high 


percentage of pain. He himself had gone over his private cases, totalling 
thirty-four, and found that in twenty-four there was no complaint of pain 
at all. Two of these showed dilatation of the cervix with growth palpable 
at the external os, but without invasion of the cervix by malignancy. 
It would appear unlikely therefore that pain is associated with attempts 
at extrusion. Five of his cases complained of gnawing or cramp-like pain 
without periodicity ; four of these were operable. Five cases complained 
of pain apparently arising outside the uterus, e.g. intestinal colic from 
adherent intestine, superactive appendage disease, prolapse, ete. 
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The first Meeting of the Session was held at the Medical Institute, 
Birmingham, on ‘Tuesday, November Sth, the President, Prolessor 
D. L. Rayner, in the chair. 


Mr. CHRISTOPHER MARTIN (Birminghgm) read a paper on the 
OPERATIVE TREATMENT OF PAPILLOMA OF THE BLADDER. 


He said that papilloma of the bladder, though not a common lesion, 
is both serious and distressing. It occurs much more often in men than 
in women, and is casily recognised. Its outstanding symptom is 
hamaturia. ‘This comes on without warning, becomes more and more 
severe, and often renders the patient exsanguine. At first there 


is no 
pain; but, later, symptoms of cystitis develop. 


Fragments of papilloma 
may be seen in the urine, examined microscopically, and with the 
cystoscope, the growth is easily recognised. These tumours seem to be 
more common amongst the upper classes, and when once recognised, the 
sooner they are removed the better, as, though simple at first, they 
tend to become malignant. The older the patient, the greater is the risk 
of this occurring. ‘The bladder is emptied with a catheter and well washed 
out with some non-toxic antiseptic, such as iodine water. With a funnel 
and catheter the bladder in then filled with from 10 to 20 ounces of the 
same solution, so as to make it rise up out of the pelvis as a palpable 
swelling. The patient is now put into the ‘Trendelenburg position at 
about an angle of 45 degrees. The abdomen is opened by an incision 
in the middle line extending from the middle of the pubes upwards fot 
about four inches. 

The anterior surface of the bladder now bulges into the wound. 

Two temporary silk traction sutures are passed with a curved needle 
tlirough the muscular wall of the bladder about an inch apart, one on 
each side of the middle line. With a sharp scalpel the bladder is opened 
by a mesial incision from two to three inches long. As soon as the 
lotion distending the bladder has escaped, it is advisable to put two 
other silk sutures through the cut edges of the mucous membrane to 
act as additional tractors. The interior of the bladder is wiped as dry as 
possible with soft gauze pads, care being taken not to bruise the growths 
and start bleeding. The cavity is carefully inspected with a good light, 
and the position of the growth or growths determined. A tubular metal 
speculum, three and a half inches long, and an inch and a half in 
diameter, is passed into the bladder through the wound, and the growth 
made to project into its lower opening. 

This speculum is of great service in isolating the growth, in keeping 
the field of operation nearly dry, and in protecting the abdominal wound 
from contact with the cautery. The base of the papillomatous growth is 
now seized with a stout pair of curved artery forceps at the point where 
it springs from the mucosa, and crushed by closing the forceps firmly. 
With scissors or Paquelin’s cautery, the growth is cut or burned away 
close to the upper surface of the forceps, and the cautery point, heated 
to a dull red heat, passed to and fro over the charred stump, so as to 
cook it thoroughly, and seal its vessels completely. If this be done slowly 
and deliberately there will be no subsequent haemorrhage. The forceps 
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are now cautiously loosened, but not removed, to see if all bleeding has 
ceased. Should it start again, close the forceps and re-cauterise the pedicle. 
When the forceps are removed, the pedicle should be a thin bivodiess 
horny ridge, almost flush with the mucosa. li the growths are multiple 
(and they often are) the same procedure is followed with each in turn, 
until they are all completely burned away. ‘The whole of the interior 
of the bladder is now carefully inspected, and any small growths isolated 
with the speculum and burned out. For such baby papillomata—not 
larger than a pin’s head—the fine needle point of the cautery is very 
useful. The bladder is then gently wiped out with soft gauze swabs, 
tuking care not to start bleeding by roughly rubbing the charred tumour 
bases. The silk traction sutures are now removed. ‘The wound in the 
bladder is closed without drainage from below upwards with a continuous 
suture of fine chromicised catgut. It is important not to pass the stitch 
through the mucous membrane. I usually then strengthen the line of 
continuous suture by inserting over it three of four interrupted mattress 
sutures. A “cigarette”? drain is now passed through the lower part of 
the abdominal wound into the cellular space between the bladder and 
pubes. This drain is removed in about 48 hours. A glass self-retaining 
catheter about three inches long, is inserted into the bladder through 
the urethra. The upper, slightly bulbous end, lies just above the sphincter, 
and the lower flanged end, outside the meatus. A short rubber tube 
passes from it to a urinal in the bed, laid between the patient’s thighs. 
This glass catheter is removed every twelve hours and a freshly sterilised 
one inserted, and this continuous drainage of the bladder is usually kept 
up for ten or twelve days after the operation. The abdominal skin sutures 
are removed on the twelfth day and the patient allowed to sit up, if all 
is well, on the fifteenth day. During this fortnight she must be kept 
on a light, non-stimulating diet, and given plenty of bland dilute drinks, 
such as barley water. 

Mr. FURNEAUX JORDON read the notes of four cases of fibroids under- 
going degeneration, two of which were accompanied by specimens. 

No. 1. A patient from whom the late Professor Taylor had removed 
the ovaries for a large fibroid in 1g12 came to the reader in 1917 with 
the history of five years amenorrhcea but no diminution in the size of 
the tumour, and lately there had been attacks of acute pain in the abdomen 
and a slight blood stained discharge. Her age was 53. The uterus was 
removed and the fibroid was undergoing red degeneration. 

No. 2. Aged 43. In 1912 both appendages were removed for a left 
tubal pregnancy and a cystoma of the right ovary. Five weeks ago she 
had been seized with pain in the back, circling round to the front of 
the lower abdomen—scalding pain on micturition with frequency. Seen 
by him three weeks ago when a fibroid was found, completely filling 
the pelvis and rising half way to the umbillicus. For three and a half 
months she had menstruated too often, each period lasting for two weeks 
and accompanied by bearing down pain. On operating last week the 
tumour was removed by subtotal hysterectomy. There were very dense 
adhesions on the left side, the site of the previous tubal gestation. The 
fibroid, as seen in the specimen shown, was largely submucous and was 
beginning to undergo sloughing on the surface. She was making a good 
recovery. 
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No. 3. Aged 62. Single. Menopause at 51, For many years had 
felt as if she had a weight inside her, and always tired easily but was 
quite unconscious of the presence of a tumour. She was seen by him three 
years ago for very troublesome frequency of micturition—getting pro- 
gressively worse. Her pelvis was filled by a hard rounded tumour, feeling 
like the foetal head in the second stage of labour. On doing hysterectomy 
he found the uterus a thin shell stretched over an old calcareous fibroid. 

He supposed it was only in recent times that it had got wedged 
down in the pelvis. She was in very good health now. 

No. 4. Aged 67. No children. Twenty-five years ago had had the 
ovaries removed for fibroid tuinour of the uterus. For three months had 
had a discharge, white at first, but for over a month blood-stained. For 
three months persistent pain in the lower abdomen. Had suffered from 
rheumatoid arthritis for years. There was a hard, rounded tender mass, 
about the size of an apple, in the uterus. With her sound heart and lungs, 
and the possibility of early malignancy, he advised hysterectomy. He 
found universal dense adhesions, coils of intestine matted together and 
growing from the uterus into the right broad ligament, a fibroid, calcified 
on the surface but not so in the interior. No cancer. She made a good 
recovery. 

These cases showed that fibroids, even after the menopause, whether 
natural or produced artificially, might cause further trouble by undergoing 
degeneration. This had of course been known for many years, but he 
doubted if it was sufficiently borne in mind when patients were advised 
to wait until the menopause had occurred. It was possible that in the 
first two cases, and practically a certainty in the second one, that the 
ovaries were not removed in their entirety. It would be a matter for 
subsequent observation whether cases of fibroids treated by deep X-ray 
therapy, with the symptoms completely arrested, would not, later on, 
be liable to undergo degenerative changes. 

Miss HILDA SHUFFLEBOTHAM (Birmingham) showed 

A CASE FOR DIAGNOsIS. 

The differential diagnosis was between : 1. Syphilitic Periostitis of the 
Icth, 11th and 12th ribs, with localised collections of fluid; 2. Sarcoma of 
ribs, and 3. Tuberculous periostitis of the ribs. The history and physical 
signs seem to point to the first diagnosis as the correct one. 

Mr. ALFRED B. DANBy. (Birmingham) described a case of 


A PRIMARY EXTRA:PERITONEAL ECHINOCOCCAL CYST OF THE PELVIS. 


The patient was a healthy female child age six years who had sut- 
fered from five attacks of acute retention of urine during the preceding 
four months, and on each occasion catherisation was necessary. 

On admission to the General Hospital a medium hypogastric swelling 
reaching half way to the umbilicus could be palpated. It was unaffected 
by catherisation, and was continuous with a large cystic swelling in the 
pouch of Douglas occupying most of the pelvic cavity. A diagnosis was 
made of an impacted ovarian cyst probably dermoid. 

At operation on February 7th, 1924, the bladder was found displaced 
upwards several inches above the symphysis pubis, and behind it a tense 
cystic swelling the size of a foetal head. This swelling occupied the 
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pouch of Douglas, was retro-peritoneal and appeared to distend the layers 
ot the broad ligament. The abdomen being carefully packed off, a small 
incision was made into the swelling, a trocar inserted and slightly 
opalescent fluid drained off which was afterwards found to contain the 
characteristic hooklets. On enlarging the opening the cyst was completely 
shelled out and the translucent elastic wall of the endocyst was immedi- 
ately recognised. 

The abdominal contents were inspected including the liver, but only 
a small rudimentary cyst barely 4% in. by 4% in. attached to the distal 
free end of the great omentum was found: this was removed. Great 
care was taken over the peritoneal toilet : the retro-peritoneal cavity was 
packed with iodoform gauze and a rubber tube inserted. The patient 
was perfectly well when seen a few weeks ago, and showed no signs of 
further infection. The specimen showed the ectocyst and endocyst clearly, 
hut there was no sign of daughter cyst formation. These, in the opinion 
of Sir Alexander MacCorinick, are only formed after rupture of the cyst 
wall of the parent hydatid. 

The cyst appeared to have arisen from the cellular tissues at the base 
of the broad ligaments, but how the embryo invaded these tissues must 
be largely a matter of conjecture. The age of the child is interesting, 
and the early recognition of the cyst can be explained by its anatomical 
position causing urgent urinary symptoms common with pelvic hydatids. 
Examination of the blood showed no esinophilia. No other cases were 
reported in the same district, neither was there a history of eating 
watercress, or keeping pet animals. 

The paper and specimens were discussed by the President, Mr. 
Furneaux Jordan, Mr. Christopher Martin, Mr. Lochrane, Mr. Richmond, 
Mr. Lavelle, Dr Purslow, Dr. Edge and Mr. Danby, 


MIDLAND OBSTETRICAL AND GYNASCOLOGICAL SOCIETY. 


The Second General Meeting of the Society was held in the Women’s 
Hospital, Wolverhampton, on Tuesday, December 13th, at 3 p.m. the 
President (Professor D. C. Rayner) in the chair. 

Mr. MASLEN JONES (Wolverhampton) read a short communication on 

THREE CASES OF CHORION-EPITHELIOMA, 


Mr. Jones said that the statistics of the incidence of hydatidiform 
mole vary very widely. Williamson places it at one in 2,400 cases, 
whilst Mayer estimates it as low as one in 261. ‘The reason for this 
extreme variance is that whereas the former bases his observations on 
macroscopic appearance, Meyer has made a study of the microscopic char- 
acteristics in a series of cases of carly abortions, and finds that the chorionic 
villi show evidence of vesicular degeneration in many of them. The 
statistics of the occurrence of chorion-epithelioma after hydatidiform mole 
vary almost as much. From 33 per cent. (Lockyer) to 50 per cent. (Whit- 
ridge Williams) of the cases of chorion-epithelioma give a history of 
antecedent vesicular mole, whilst from five per cent. (Teacher) to 16 per 
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cent. (Findley) of hydatidiform moles are followed by the development 
of chorionic cancer. It was stated by Neumann in 1897, that two types 
of mole exist, one of which is, and one of which is not, followed by 
chorion-epithelioma. The terms ‘‘benign’’? and ‘‘malignant’’? as applied 
to these moles refer only to their tendency to penetrate into the uterine 
wall, and any difference in type, such as suggested by Neumann, must 
be biological rather than histological, there being no microscopic character- 
istics by which we may foretell future developments. 

In the cases now reported, apart from the coincidence of their ages, 
which is high for this condition, Teacher gives 33 as the average age 
in a series of 188 cases, the large proliferating type of mole with big 
hydropic vesicles is common to all three. 

It seems reasonable to suppose, from comparison with other tumour 
formations that it is this rapidly proliferating type of mole that is most 
pione to develop malignant characteristics. Vineberg recommends pan- 
hysterectomy for all cases in which heemorrhage recurs after the thorough 
removal of a hydatidiform mole by curette, stating that the chance of 
nietastasis is less by this procedure than if diagnostic curettage is first 
performed. Some have suggested hysterectomy in every case of this type of 
mole. This is uncalled for in view of the statistics quoted above, i.e. 
five per cent. of moles only followed by chorion-epithelioma. 

Case 1. Mrs. T. IV para. Age 48. Last pregnancy 16 years ago, 
Seen in consultation with her doctor on January ist, 1926. She had then 
been losing freely for seven days, after a period of three months amenorr- 
hcea. The uterus was enlarged to the size of a twenty weeks gestation, 
and was very hard. She was removed to a nursing home, and soon after 
arrival passed a large fragment of a hydatiform mole— the earlier hardness 
of the uterus being thus explained. On January oth, under gener. 
anesthesia the uterus was emptied by curette. Microscopic examination 
of the vesicles removed showing typical hydatidiform mole. Conval- 
escence was uneventful until the third week, when the patient began to 
lose again. This loss persisted and on bimanual palpation the uterus 
was found to be considerably enlarged still. In view of considerable 
cardiac weakness it was decided to remove the uterus without further 
exploration, and on February 2nd total hysterectomy was _ performed 
under spinal anesthesia. The post-operative findings justified this pro 
cedure, the uterine cavity being filled by a large highly vascular tumour, 
which histologically proved to be a chorion-epithelioma. Convalescence 
was normal, and the patient has remained free from any recurrence to 
date—22 months. 

Case 2. Mrs. W. XI para. Age 48, Last pregnancy 12 yeats ago, 
On February 2, 1926 attended the O. P. Department giving a history of 
one week’s losing, following three months amenorrhcea. ‘The uterus was 
enlarged to the size of an 18 week’s gestation; no foetal parts could be 
distinguished. She was admitted with the diagnosis of hydatidiform 
mole, which she corroborated a few hours later by passing an appar- 
ently complete mole. No further loss occurred, and she was examined 
a week later prior to her discharge. The uterus was very large, and 
on speculum examination a thickened, highly vascular mucous membrane 
was visible at the external os. Curettings were reported to show chorion- 
epithelioma, and total hysterectomy was performed. The patient made 
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a) uneveitful recovery, and has remained free from any signs of metastasis 
for over 20 months. 

Case 3. Mrs. B. 8 para. Age 48, Last pregnancy 11 years, 

January toth, 1927. History of continuous losing for seven weeks after 
a period of eight week’s amenorrhcea. The uterus was the size of a 
five month’s pregnancy, no foetal parts were palpable, and a diagnosis 
of hydatidiform mole was made. On January 11th, 1927 induction by means 
of a rubber bougie was attempted. Uterine contractions, while resulting 
i some dilatation of the cervix, were not able to expel the mole, and this 
was removed manually on January 13th, 1927 the uterus being curetted. 
When examined before discharge it was found that the uterus was soft 
and bulky, and an exploratory curettage was advised, and finally consented 
to Histologically the curettings proved to be chorion-epithelioma, and 
total hysterectomy was performed on February 3. The convalescence in 
this case was normal, and there have been no signs of recurrence over 
a period of 10 months. 

The treatment advised by Vineberg was adopted in the Case 1, largely 
owing to the patient’s poor general condition. That adopted in the other 
two would appear to be all that is necessary as a practical working 
plan, viz:—careful bimanual examination of the uterus 10 to 14 days 
after the removal of the mole. Diagnostic curettage should be done in 
all cases in which the uterus has remained enlarged, or in which an 
unhealthy discharge, saneous or not, is present. Inconclusive cases may 
be kept under observation and re-examined after a further short period, 
whilst it will prove safest, in view of the malignancy of the disease 
and the difficulty of interpreting the histological significance of some 
curettings, to treat dottbtful cases as positive, and perform pan-hyster- 
ectomy. 

Mr. MASLEN JONES also reported 

A CASE OF HyDRAMNIOS ASSOCIATED WITH UNIOVULAR TWINS. 


Mrs. E. Age 37. Nine children, four abortions—last pregnant two 
and a half years ago. I,ast menstruated on June ist, 1927. She stated 
that she noticed that she was getting very big early in October. At the 
beginning of November the ankles began to swell, and she noticed that she 
was not passing much water. She was admitted to an infirmary on 
November 11th, and transferred to this hospital ten days later. On 
admission she appeared to be in considerable pain, the abdomen being 
so tensely distended that the skin was tightly stretched, white, and shiny, 
with the superficial veins flattened and blue. This distention was due 
to a cystic tumour, there being a well-marked fluid thrill, with central 
dullness, and resonance in the flanks. So tense was the abdomen that 
it was impossibe to make out any intra-abdominal details. On vaginal 
examnination the cervical canal was sufficiently open to allow the examin- 
ing finger to pass, when a simall foetal head was palpable. There was 
no tenseness or protrusion of the bag of membranes. From these signs 
it seemed possible that the patient had a normal five months pregnancy 
concealed by a large ovarian cyst, though the actual diagnosis made 
was “hydramnios’’. Her general condition was bad. The scanty highly 
concentrated urine contained a large amount of albumin; she had a large 
goitre, and was suffering from considerable dyspnoea owing to the size 
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of the abdominal tumour. In view of the possibility of a dual condition— 
pregnancy and cyst—being present, induction was attempted by means 
of a rubber bougie. The result was disappointing, the pains being few, 
weak and irregular, and the cervical dilatation produced only slight. On 
November 24th, 1927, permission having been obtained to do laparotomy 
if necessary, the patient was placed under spinal ancesthcsia after morphine- 
hyoscine narcosis. The presenting bag of membranes was ruptured and 
a small quantity of liquor escaped. The cervix dilated casily, and on 
pushing the foetal head to one side a tense membrane could be felt higher 
up in the uterus. Rupture of this was followed by a prolonged rush of 
fluid, 20 pints in all, while the abdominal swelling subsided. Extraction 
cf the twins presented no difficulty, and the placenta followed in due 
course. Convalescence was uninterrupted; the cedema rapidly subsiding 
and the output of urine steadily returning to normal. 

Examination ci the placenta and membranes showed tiem to consist 
of a single placenta and chorion, but two separate amniotic sacs were 
present, the upper one, which had been the seat of the hydramnios, 
having contained the larger twin. The umbilical cord of the larger foetus 
showed a fair degree of cedema towards its placental end which had a 
velamentous insertion. Microscopic examination of the kidney tissue 
from each foetus shows normal fcetal renal characters. The weight ratio of 
the various organs is interesting. While the heart and liver show definite 
relative increase in bulk, the kidneys in the larger foetus are barely out 
of proportion. The full bladder in the larger foetus may be adventitious, 
or may be an indication of increased urinary activity as the result of an 
increased circulation. 

Kistner has suggested that in these cases what actually happens 
is that cardiac hypertrophy occurs in the manner described and results 
in a further increase of the circulating fluid. A vicious circle is thus 
established, and eventually a point is reached at which the heart is no 
longer capable of dealing with the amount of blood coming to it and 
lack of compensation results. The effects of this failure are most evident 
as a back pressure on the liver and umbilical vein. Cidema and congestion 
of the cord follow, with increased secretory activity of the amnion 
covering the cord, and the production of hydramnios. ‘fhe condition 
of the heart and liver, and that of the cord associated with the larger 
twin, would seem to lend strength to these views. 

This case is brought before the Society as much for its clinical interest 
as for any real contribution to the etiology of this interesting condition. 
The etiology of this well recognised association remains somewhat obscure. 
The most generally accepted theory appears to be that the healthier 
foetus appropriates to its own use a steadily increasing share of the joint 
placenta, and subsequently develops a degree of cardiac hypertrophy. 
Secondary renal hypertrophy follows in due course, and the resulting 
increased urinary secretion leads to the production of hydramnios. Other 
views are that excess of fluid accumulates as the result of some abnormality 
of the umbilical cord or its insertion, whilst some think it due to failure 
of the fcetal heart to cope with the quantity of blood reaching it from 
the annexed placental territory. An investigation of the foetal organs 
in this case was decided upon in the hope of gaining information on 
these points. 





458 Journal of Obstetrics and Gynecology 


The findings were as follows :— 


A. Large foetus . Small foetus Weight Ratio. 
Total weight S. 450 gms. 


: a 
Heart ‘ S. 2.5 gms. a 
I 


Liver 5.5 gis. 14 gms. : 

Kidneys .5 gms. 6 gms. Esso. 32 

The bladder in the larger foetus was distended up to the umbilicus 
and contained about an ounce of urine; that of the smaller was contracted 
and empty. There was no appreciable difference in length between the 
foetuses, which were male, the larger weighed 14 lbs., and the smaller, 
which made attempts at respiration after delivery, and pound. Specimens 
on view are placenta membranes, foetal organs, heart, liver, kidney, and 
bladders. The case in all its features is a typical one of hydramnios 
associated with uni-ovular twins. 

Mr. CHRISTOPHER MARTIN (Birmingham) showed a_ specimen of 
Leucoplakia of the Vulva, which he had removed about a fortnight pre- 
viously. The history of the case is as follows :—The patient was married, 
44 years of age, and in 1912 had the left ovary removed by Mr. Percival 
of Northampton In November 1923 she came to Mr. Martin suffering 
from fibroid tumour of the uterus, about the size of a lemon. The right 
ovary was cystic and the appendix chronically adherent. He removed 
the whole of the uterus by abdominal hysterectomy, and also took away 
the remaining right ovary and appendix. Afther this he saw her from 
time to time for various symptoms, mostly nervous and climacteric in 
origin. In September 1926 she complained of some soreness in the vulva, 
but there was nothing dbnormal to be seen. In May 1927, however, there 
were the first obvious signs of leucoplakia, which began as two white spots, 
with a great deal of throbbing in the privates which kept her awake at 
nights. Micturition was frequent. On examination of the vulva, the 
mucous membrane was much paler than normal and was distinctly 
thickened. Intermingled with the white patches were othcrs which were 
red and hyper-sensitive. She was put on a mixture containing mercury 
and iodide of potasium, ovarian tablets, and locally various sedative 
lutions and ointments. In spite of everything, however, the condition 
got worse and on November 17th, the condition was a pitiable one. The 
Wassermann reaction was negative. As it is well known that leucoplakia 
is a precancerous condition and often leads to epithelioma, he advised her 
to have the vulva removed. The operation was performed on December Ist. 
He made an oval incision around the vulva, and a smaller oval around 
the vaginal orifice and meatus. All the intervening structures were 
removed, including both nymphre, the margin of the perineum, and the 
clitoris. The incision was closed with gossamer gut sutures. The wound 
healed by first intention. The specimen was examined microscopicaliy 
by Dr. Mackey, and he reported that it showed inflammatory changes, 
hypertrophy of the epithelium and cellular infiltration—characteristics 
of leucoplakia. It did not show any signs of malignancy. 

Miss Hi.pA SHUFFLEBOTHAM (Birmingham) described a 
CASE OF OVARIAN Cyst WITH ACUTE TORSION OF FALLOPIAN TUBE AND Cyst. 

The history was as follows:- Mrs. E. P., aged 34. Admitted to 
Women’s Hospital, November 1st, 1927. Patient complained of right-sided 
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abdominal pain, lasting on and off for five weeks, and gradually becoming 
more severe. The attacks at first lasted two to three hours—but during 
the last 24 hours the pain was continuous when she had vomited and had 
diarrheea. 

Condition on Admission. Patient was in acute pain. Temperature 99°. 
Pulse 72. Abdomen—imarked tenderness in right iliac fossa. Per vaginam 
a large mass felt bulging down into the posterior fornix—very tender—cervix 
lacerated, and uterus not felt bimanually. November ist, 1927, laparotomy 
There was free blood in the peritoneal cavity. The right ovary was 
cystic—the cyst which was the size of a large Jaffa orange was twisted 
acutely and the whole cyst was full of blood which was oozing through 
the cyst wall. The Fallopian tube had also undergone torsion and was 
swollen and distended with blood. As the appendages were delivered 
the cyst ruptured and a quantity of blood escaped. The right appendages 
were removed, also the appendix. The patient made an uninterrupted 
recovery and was discharged from hospital November 11th, 1927. 

Dr. T. H. RicuMonp (Stoke-on-Trent) exhibited a specimen of 

SIAMESE TWINs. 

The papers and specimens were discussed by Professor Rayner, Mr. 

Christopher Martin, Dr. Edge and Mr. Danby. 


EDINBURGH OBSTETRICAL SOCIETY. 


The First Meeting of the 87th Session of the Society was held on No- 
vember oth, 1927, when the retiring President, Professor R. W. JOHNSTONE, 
delivered his Valedictory Address. 

He referred to the Fellows of the Society who had died during his 
period of office, including Dr. Barbour, Dr. James Ritchie, Dr. John 
Thomson, and Professor Harvey Littlejohn. He analysed the work of 
the Society and the contributions which had been made to its Transactions 
by Fellows and visitors. 

The PRESIDENT referred to the persistence of maternal mortality in this 
country. He emphasized the desirability of considering the question not 
only from the point of view of improvement in details of management and 
treatment but also in its broad outlines. Although improvement in many 
details was required, yet the appreciation of certain general principles 
was the fundamental necessity in the present phase of obstetrics. Of these 
the most profound and far reaching was that prevention is better than 
cure. The President analysed the various functions of the modern 
obstetrician and indicated how essentially preventive they were in nature 
and how integral a part of preventive medicine obstetrics in its modern 
conception had become. He considered the problem of maternal mortality 
from three sides along which he thought some improvement could 
be made by the application of the principle of prevention. In regard to 
the methods of practice the first point was to make adequate antenatal 
examination and supervision a routine part of all obstetric practice. 
Improvement in results was not only apt to follow this practice but was 
absolutely bound to do so. At present not more than about nine per cent. 
of the mothers attend antenatal centres in Scotland, and if this number 
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could be increased to 90 per cent. the maternal mortality question wouid 
cease to be a burning one. In regard to the improvements in intranatal 
care the first general principle to be borne in mind was that in the 
absence of complications a natural unassisted labour was always more 
favourable to both mother and child than an instrumental one. There 
was no doubt that if this practice were held as a guiding principle in 
the obstetric practice of the country the maternal and foetal mortality 
would be very markedly diminished. The pendulum had swung too far 
in the direction of instrumental interference. Antenatal examination 
enabled cases in which any difficulty was likely to be encountered during 
labour to be separated from those in which labour was likely to be normal. 
If all the cases in the latter category were allowed to remain normal 
by refraining from interference except in the presence of true obstetrical 
indications, the effect would be a profoundly far reaching improvement 
in results. 

The PRESIDENT then discussed the advisability of handing such normal 
cases in larger number over to the care of competent chosen midwives 
and contrasted this phase with the alternative scheme for an official 
maternity service such as had been advocated by some _ obstetric 
teachers. He was of opinion that such a service would lead to midwifery 
hecoming purely a speciality and he contemplated any such outcome 
with reluctance. He thought that the available beds for maternity cases 
ought to be greatly increased, not only in large centres but in country 
districts, and that in the latter, at any rate, patients might be encouraged 
to enter hospital and be there attended by their own doctors. He thought 
that this would tend to raise the standard of midwifery practice throughout 
the whole country without making midwifery an exclusive specialty. 

In regard to the conditions of practice the President again referred to 
the need for increasing the hospital accommodation for maternity cases 
and, if necessary, compelling women whose houses were unsuited to even 
a normal confinement to enter hospital. He then referred to the economic 
factor and emphasized the fact that midwifery in industrial practice 
is not adequately paid and that, until it is, we cannot hope to raise 
the standard of obstetric practice very greatly. 

In regard to the teaching of obstetrics he advocated the devotion of 
a longer period of time in the curriculum to the clinical study of midwifery. 
The present curriculum was too crowded and it was absurd that to the 
study of a vital subject like practical midwifery there should be allocated 
the same period as to diseases of the skin and other minor specialities. 

In conclusion he pointed out that progress could not be made by those 
who were engaged in practice acting alone; the assistance of the adminis- 
trative official section of the profession was absolutely essential and their 
co-operation should be welcomed. 





